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how 3-way action 


helps you control 


asthma symptoms 


Comprehensive symptomatic control of bronchial 
asthma requires three therapeutic actions —bron- 
chodilatation, vasoconstriction and mild sedation. 


Here’s how each of Tedral’s three ingredients acts 
specifically on a major symptom— 


1. bronchial constriction relieved by theophylline — 
(130 mg.) 


2. mucous congestion reduced by ephedrine 
hydrochloride (24 mg.) 


3. apprehension allayed by phenobarbital (8 mg.) 


No single drug can equal Tedral in providing 
continuous protection against bronchial asthma 
symptoms. 


dosage: 1 or 2 tablets, every 4 hours. Tedral Enteric 
Coated, administered together with Tedral (plain) 


at bedtime, protects your patient all night. 


the dependable antiasthmatic 


ca 
4 
: 
= 
pe 
TI 
is 
: on 
by 
in wi 
at 
St 
ar 
14 
M 
A 
® ci 
at 
: ur 
fo 
N 


lial 
on- 
on. 


cts 


R sident 
Physician 


Articles 


53 Amateur Clinical Photography 


61 Guest Editorial 


October 1958, Vol. 4, No. 10 


64 University of Pennsylvania Hospital 


The Resident Physician wes = 

is published monthly 74 Clinico-Pathological Conference 
on the fifteenth 

by The Resident, Inc., 

with publication offices ippi fh 

pay 79 Equipping the Ob-Gyn Office 
Street, East Stroudsburg, 


Pennsylvania. 
Executive, advertising 84 The Merck Tradition 
and editorial offices at 

1447 Northern Boulevard, 


Manhasset, New York. 9s The Doctor Speaks French 


Accepted as controlled 


at East Stroudsburg, 


Renee. @ 109 Comparative Law and the Medical 


undelivered, please send ; 

form 3579 to Resident Witness 

Physician, 1447 Northern 

New York. 122 Medical Ethics and Etiquette 


October 1958, Vol. 4, No. 10 


| 
|| 
Contents | 
| 
) 
ing 
ma 


Of course, women like ‘Premarin?’ 


eo aaa for the menopause syndrome should relieve not only the psychic insta- 
bility attendant the condition, but the vasomotor instability of estrogen decline as 
well. Though they would have a hard time explaining it in such medical terms, this is 
the reason women like “Premarin.” 

The patient isn’t alone in her devotion to this natural estrogen. Doctors, husbands, 
and family all like what it does for the patient, the wife, and the homemaker. 

When, because of the menopause, the psyche needs nursing — “Premarin” nurses. 
When hot flushes need suppressing, “Premarin” suppresses. In short, when you want 
to treat the whole menopause, (and how else is it to be treated?), let your choice 
be “Premarin,” a complete natural estrogen complex. 

“Premarin,” conjugated estrogens (equine), is available as tablets and liquid, 
and also in combination with meprobamate or methyltestosterone. 
Ayerst Laboratories * New York 16, New York * Montreal, Canada = 3 
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Iu enticoagulant Therapy 
Why HEPARIN? 


Heparin is the body’s own anticoagulant. It 
is a substance which is essential in maintain- 
ing the fluidity of circulating blood and is 
found in all mammalian tissues. Heparin is 
produced in the body by mast cells which 
occur in perivascular connective tissue every- 
where. It is found in greatest abundance in 
the liver and lungs. The therapeutic usage of 
heparin is based upon its property to inhibit 
the coagulation of the blood. Its timely ad- 
ministration will prevent thrombosis, and, 
even if administered after thrombosis has set 
in, it will prevent further propagation of the 
clot. In all conditions iz which thrombosis or 
the extension of an already existing thrombus 
is to be avoided, the use of heparin is advisable. 
When injected, heparin’s natural action in 
the body is to prevent the conversion of 
prothrombin to thrombin (anti-thrombin ac- 
tion). By neutralizing thromboplastin, it also 
acts as an anti-prothrombin. Further, it in- 
hibits the agglutination and deposition of 
platelets, thereby discouraging thrombus for- 
mation. Heparin acts directly on blood clotting 
constituents and does not destroy any com- 
ponent of blood or permanently change the 
normal constituents of blood. For emergency 
use it is the only anticoagulant which acts 
almost immediately (within a few minutes on 
intravenous injection). For safety’s sake, its 
action can be terminated rapidly when neces- 
sary. Because of its rapid action, most 
authorities agree that initial control of 
thrombo-embolic diseases should be effected 
by means of heparin administration. 
Significant differences exist between heparin 


and oral anticoagulants: 
ORAL ANTI- 
ANTS 


Latent Period Immediate 


Effect 1.V. 24-48 Hours 

Effect on Prothrombin Markedly 

Level of Blood Slight Lowered 
Effect on Coagulation Markedly Slightly 

Time of Blood Prolonged Prolonged 
Regulation of Anti- 

coagulant Action Easy Difficult 
Suspension of Action Rapid Delayed 
Duration of Anti- 12-24 

coagulant Action Hours Several Days 


Mode of Administration Parenteral Only Oral 


Combined heparin-oral anticoagulant therapy 
overcomes one of the disadvantages of oral 
therapy by making available the immediate 
action of heparin on coagulation time during 
the induction period of the oral drug. 

Thus the use of oral anticoagulants in hos- 
pitals complements but does not replace the 
use of heparin. To date, no other substance 
has proven as effective as heparin in the pre- 
vention and treatment of thrombosis and 
embolism. 


Why LIQUAEMIN? 


Purified heparin was first made available to 
physicians and hospitals in the United States 
in 1939 as Liquaemin Sodium ‘Organon’. 
Organon’s experience in the manufacture of 
heparin thus antedates that of all other com- 
panies. Because and through this long experi- 
ence in heparin manufacture, not only is 
Liquaemin Sodium biologically standardized, 
but before its release is subjected to sixteen 
extra safety tests, several more than are re- 
quired by the U.S.P., to assure maximal effec- 
tiveness and safety of the preparation. 
Liquaemin Sodium offers only the purest grade 
of heparin, and solutions of Liquaemin are 
water-white in appearance. Thus, just as 
heparin has remained the only satisfactory 
compound of its group, Liquaemin has re- 
mained the standard heparin preparation since 
its introduction. 

Liquaemin Sodium can be obtained in a 
variety of dosage forms and strengths, from 
the original low concentration of 1,000 U.S.P. 
Units (approx. 10 mg.) per cc for continuous 
intravenous drip, to the 20,000 U.S.P. Units 
(approx. 200 mg.) per cc in gelatin, to the 
20,000 U.S.P. Units (approx. 200 mg.) per 
cc aqueous solution for convenient intra- 
muscular depot anticoagulant effect. With its 
20,000 U.S.P. Unit per cc aqueous solution 
of Liquaemin, Organon pioneered the now 
widely accepted concept that prolonged 
heparin effect can be achieved by injecting 
intramuscularly an aqueous solution of high 
concentration-low volume heparin. 

These facts—dependability, purity, potency, 
safety—have established Liquaemin Sodium 
as the heparin of choice in hospitals through- 
out the United States. 

Liquaemin Sodium is supplied in the follow- 
ing strengths and package sizes: 


Aqueous Solutions 


1,000 U.S.P. Units per cc (approx. 10 mg.)— 
10-cc vials 


5,000 U.S.P. Units per cc (approx. 50 mg.)— 
10-cc vials; 1-cc ampuls 


10,000 U.S.P. Units per cc (approx. 100 mg.) 
—4-cc vidis; ampuls 


20,000 U.S.P. Units per cc (approx. 200 mg.) 


—2-cc vials; 1-cc ampuls; ampuls 
with disposable syringe 


In Gelatin 


20,000 U.S.P. Units per cc (approx. 200 mg.) 
—2-cc vials 


For detailed literature and dosage 
information, write: 


Organon INC. + ORANGE, N. J. 


Resident Physician 


October 1958, Vol. 4, No. 10 


Article 
publie. 
standi 
tribute 
licatior 
interes 
value 
When 
the n 
submit 
tograp 
ings 


Cctol 


| 
4 | 
| 
| 
| 
| 
| 
| 
J 
| 
yo 
tt 
— 
x 
8 


in a 
from 
J.S.P. 
nuous 
Units 
the 
) per 
intra- 
ith its 
lution 
> now 
»nged 
ecting 
f high 


tency, 
odium 
rough- 


follow- 


mg.) — 


mg.)— 


0 mg.) 


0 mg.) 
ampuls 


0 mg.) 


N. J. 


fsician 


Editor-in-Chief 


Managing Editor 
Associate Editor 
Resident Staff Director 
Contributing Editor 
Resident Editor 


Production 


October 1958, Vol. 4, No. 10 


Art 


Articles are accepted for 
publication with the under- 
standing that they are con- 
tributed solely to this pub- 
lication, and will directly 
interest or be of practical 
value to resident physicians. 
When possible, two copies of 
the manuscript should be 
submitted. Articles with pho- 
tographs, illustration or draw- 
ings are especially desired. 
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FAST-ACTING ORAL BROAD-SPECTRUM THERAPY. The modern blue and yellow 
ACHROMYCIN V Capsules, combining equal parts of pure crystalline ACHROMYCIN 
Tetracycline HCI and Citric Acid, provide unsurpassed oral broad-spectrum therapy. 


Speed of absorption adds new emphasis to the benefits of true broad-spectrum action, 
minimum side effects and wide range effectiveness that have established ACHROMYCIN 
as an antibiotic of choice for decisive control of infection. 


REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V. New biue and yellow cap- 


sules (sodium-free)—250 mg. with 250 mg. citric acid, and 100 mg., with 100 mg. citric acid. 


ACHROMYCIN V dosage: Recommended basic oral dosage is 6-7 mg. per Ib. body 
weight per day.!n acute severe infections often encountered in infants and children, the 
dose should be 12 mg. per Ib. body weight per day. Dosage in the average adult should 
be 1 Gm. divided into four 250 mg doses. 


ACHROMY CIN’ V cArsutkts 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY C Lider) 
*Reg. U.S. Pat. Off. Pearl River, New York 
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Orthopedic Surgery Northwestern Uni- 
versity Medical School. 


Otolaryngology 

Dean M. Lierte, M.D., Chief, Depart- 
ment of Otolaryngology and Maxillofa- 
cial Surgery, State University of Iowa. 
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Greater comfort 
for postoperative 
and postpartum patients 


abdominal distention and urinary retention 
can often be prevented or promptly relieved 
—with less need for uncomfortable enemas and catheters 


Urecholine. 


(Bethanechol Chloride) 


‘Urecholine’ helps restore normal function after surgery and childbirth 
by increasing the muscular tone of the gastrointestinal and urinary 
tracts. Postoperative “gas” pains can frequently be prevented or promptly 
relieved—with less need for uncomfortable enemas, intubatien, and 
suction apparatus. Micturition is facilitated—without the discomfort 
and risk of infection inherent in catheterization. 


Administration and dosage: may Be given prophylactically or thera- 
peutically after surgery or childbirth. Usual oral dosage: 10 to 30 mg. 
three or four times daily. Usual subcutaneous dosage: 5 mg. three or 
four times daily. 

Other indications: gastric atony and retention following vagotomy and 
other surgical procedures; chronic functional urinary retention due to 
atony without obstruction; megacolon, including congenital mega- 
colon (Hirschsprung’s disease); certain cases of paralytic ileus; to 
counteract side effects of antihypertensive ganglionic blocking drugs. 
Supplied: 5 mg. and 10 mg. tablets, bottles of 100; 1-cc. ampuls 
containing 5 mg. 


Urecholine is a trade-mark of MERCK & CO., Inc. 


CO) MERCK SHARP & DOHME, pivision oF mERcK & CO., Inc. PHILADELPHIA 1, PA. 
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...is the price your patient pays in heart 


lisease, hypertension, arteriosclerosis—and the many other hazards of obesity. 


n addition to suppressing the obese patient's appetite— 


SYNDROX 


Methamphetamine Hydrochloride 


elps to make life look brighter. It keeps morale up and food intake dowr. 


McNEIL 


Syndrox Tablets (5 mg.) 
Elixir (5 mg. per 5 cc.) 


McNEIL LABORATORIES, INC. + PHILADELPHIA 32, PA. 
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asterisk (*). 
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In your medical or 
surgical patient... 


when 


Tes-Ti 
_, diagnosis, 


treatment, = 


alescenee@ 


Furn’ 


Press 


SPARINE quickly quiets the hyperactive patient. It eliminates } ~*" 
agitation, subdues aggressive resistance, and induces a detached 9} @.u 
view toward pain and stress. Thus, it facilitates diagnostic studies, 


therapy, and convalescent management—unhampered by excite- Asp 
ment or belligerence. Man 


SPARINE gives prompt control by intravenous injection and effective mainte- tors 
nance by the intramuscular or oral route. It is well tolerated in all three 


Urol 
methods of administration. 
COMPREHENSIVE LITERATURE SUPPLIED ON REQUEST - 
i ® Anu 
Dar 
HYDROCHLORIDE 1, Pa. Mey 
Promazine Hydrochloride 
In 
EQUANIL® INJECTION Sim 
Meprobamate TABLETS 
PHENERGAN® HCI SYRUP 
Promethazine HCI 


SPARINE HCI 
Promazine HCI 


A Wyeth normotropic drug for nearly 
every patient under stress 
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100 TESTS 


TES-TAPE 


routine checks verify clinical accuracy 


Every lot of “Tes-Tape’* is subjected to a panel of ten persons at the Lilly 
Research Laboratories who are unfamiliar with the use of ‘Tes-Tape.’ Each 
panel member examines twenty-five urine specimens containing different 
concentrations of glucose. The average accuracy of the observations at the 
designated levels was as follows: 


Glucose Concentration Accuracy A total of 5,500 different speci- 
° emus 98.6 percent mens were assayed, with an over- 
0.5_ percent 88.9 percent all accuracy of 98.6 percent. 
0.25 percent 90.3 percent 
0.1 percent 95.6 percent *'Tes-Tape’ (Urine Sugar Analysis Paper, Lilly) 
0 percent percen 


Available at all pharmacies in plastic dispensers of approximately 100 tests. 


ELI LILLY AND COMPANY e¢ INDIANAPOLIS 6, INDIANA, U.S.A. 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


What Is Your Diagnosis? 


1. Normal 3. Carcinoma of the stomach 


2. Duodenal ulcer 4. Herniation of the antral 
mucosa into the duodenum 


(Answer on Page 177) 
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methyprylon 


the non-barbiturate hypnotic 


MEETS THE NEEDS ON ALL SERVICES 


shen a full night's rest i i 
CARDIOLOGY night's rest is required 


when pruritic lesions interfere 
DERMATOLOGY with sleep 


when sleep should be induced 
GERIATRICS gently and naturally 


when fetal respiratory depression 
OBSTETRICS must be avoided 


when rest and quiet are essential, 
COE e.g., following surgery 


PEDIATRICS 


when barbiturates are undesirable 


when mild bladder discomfort, 
eae etc., keep the patient awake 


PRE- AND POSTOPERATIVE, 


when 6-8 hours’ sleep is virtually 
GENERAL CONVALESCENCE 


therapeutic 


who must awaken in an alert state 
ee eee to the telephone or alarm clock 


Roche— Reg. U. S. Pat. Off. 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc 
Nutley 10, New Jersey 
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ACROSS 


I. very small green 
plant 

. Loop 

. Before 
Alkyloxyphenylquanidi 

. An aromatic So. Am. bark 

.——of the Fornix (harp- 
like portion) 

. Cavity formed by the in- 
vagination of the blasto- 
dermic vesicle 


. The armpit 


. Of the absence of con- 
tractility (Lat.) 

. A monster without a trunk 

. —tier's Ganglion; en- 
largement of the left 
lymph- 
gland 


. Pock-mark 

. Compounds: Abbr. 

. The Palatinate: German 
name 

. — cordis; a condi- 
tion of the hea 

. Upper part of a innomi- 
nate bone (pl.) 

. Five (comb. form) 

. Silver citrate 

. Eline (sym.) and in (prefix) 

. The menhaden 

. Wild ginger and part from 
which stimulant is made 

. Like bones 

. Yttrium and Germanium 
(symbs. 

. One (Fr.) 

. Genus of fish (burbots) 

-—— nasi; an oblique on 
inner surface of the nasal 
process of the maxilla 

. Combining form meaning 
mustard, and white, from 
which a white crystalline 
substance comes 

. Medicinal 

. A mature segment of the 
tape-worm 

. Teak: Phil. 1. 

. ——n, National Laboratory 


5. Donkey: (Ger.) 


. Itinerant burglar 

. Being (Lat.) 

. River on the edge of Hell 
. Direction 


. The cheek-bone 

. Birthstone 

. Streakings 

. Impressions that make 
diplomas authentic 
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5. Anesthetic mixture of alco- 


hol, chloroform, and ether 


6. —— me tangere; hands off! 
7. he keeps 

8. Internal 
9. Agent to 


ha som 
thing into 
. Japan latin used in 

. Greek portico 

. First-class 

. De ——; superfluous 

. Weed poisonous to flocks 
and herds 

. Entrances 

. Downy beard on cheeks or 
chin: ‘at abi.) 

. Ideas (comb. form) 

. Be in error 

. What we need to 
from exhaustion 


recover 
(three 
words) 


2 


SSSF KSSR 


. Noun formin 
ing a part of 


what we do to 
Down 


. One of the lonian Islands 


off western Greece 

An agent increasing the 
flow of saliva 

Main arterial trunk 

Slow in passing 

Large 

Let hang loosely, as the 
tongue 


Steak 

Self, (Greek) 

Plural diminutive suffix 
Remove the ovaries 

Not again: negative prefix 
Made with an egg 
invalids 

Steamers: Abbr. 

Very cold 

Heel 

suffix mean- 
ie body 
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vitamin 
orthalimentation* for infants 


“built-in” sustained intake—With Similac, as with breast milk, feeding and 
vitamin provision coincide smoothly, assuring a sustained, throughout-the-day 
intake of these essential nutrients. 

“built-in” vitamin stability—With Similac, as with breast milk, the essential 
vitamin intake is stable. With improved food technology and constant lab- 
oratory controls, the presence of orthalimentary levels is assured in manu- 
facture...when purchased ...and when prepared for the infant. 

“built-in” assurance of level of intake—With the prescription of Similac, you 
. are assured the infant is receiving his essential vitamins. 

*ORTH (’Op60s) ALIMENTATION =correct nourishment 


SIMILAC 


There is no closer equivalent to the milk of healthy, well-nourished mothers 


Se 


w 
a m 


ROSS LABORATORIES, Columbus 16, Ohio 
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‘ein non-specific vaginitis 


e in postpartum care 
¢ after vaginal surgery 


Cream 
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Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request 
your name will be withheld. 


Population 
May I take this opportunity to 
congratulate you on your fine edi- 
torial in the May issue of RESIDENT 
Puysician. Among physicians as a 
group and particularly among the 
resident group, there is little cog- 
nizance of the long term conse- 
quences of unrestrained population 
growth. Certainly medicine has a 
distinct role in the population prob- 
lem. I sincerely hope that RESIDENT 
PuysiciAn will use its pages to pre- 
sent demographic evidence that it 
is and will continue to so radically 
change contemporary way of life. 
Thorne J. Butler, M.D. 
Passavant Memorial Hospital 
Chicago, Illinois 


Military Deferment 

Re: “Military Commissions and 
Deferment for Residency Training 
(RP—July 1958).” Interns and resi- 
dents who are not accepted for mili- 


tary service will, in all probability, 
- be the first to be called . . . In your 
article you used the phrase “. . . In- 
terns and residents who do not 
apply...” 


Charles H. Gingles 
Colonel, MC, USA 
Office of the Assistant 
Secretary of Defense 
Washington 25, D. C. 


. . . The author should not hide his 
light under a bushel. The real 
author was Colonel Charles H. 
Gingles. He has worked hard over 
the past three years to make this 
program the success that it is. I 
think it is an excellent article and 


'*“T think Colonel Gingles should have 


full credit... 
Frank B. Berry, M. D. 
Assistant Secretary of Defense 
Health and Medical 
Washington 25, D. C. 
—Continued on page 34 
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Compazine* 
controls nausea 
and vomiting 


infrequent 

e alerting effect, seen in 
many patients, facilitates 
early ambulation and 
shortens convalescence 


For immediate effect: 2 cc. 
Ampuls and 10 cc. Multiple dose 
vials, 5 mg./cc. Also available: Tab- 
lets, Spansule} sustained release cap- 
sules, Suppositories and Syrup. 


SmithKline& FrenchLaboratories 
Philadelphia 


*T.M. rad U.S. Pat. Off. for prochlorpera- 
zine, 
+T.M. Reg. U.S. te. Off. for sustained release 
capsules, S.K.F. 


October 1958, Vol. 4, No. 10 33 


postoperatively | | 

our 
zles 

| le tae 

34 
len 


—Continued from page 30 

© Our sincerest apologies to Colonel 
Gingles whose excellent article drew 
considerable praise from many of 
our readers. 


Car Care 

Dr. Fink’s article “The Care and 
Feeding of Your Car” was excellent. 
For years I’ve wanted to know some- 
thing about this subject and for 
years I’ve searched for books and 
articles on the subject but I’ve never 
found anything as informative and 
understandable as this. Please send 
a reprint of Dr. Bloomquist’s article 
“I Chose Anesthesiology.” In July 
I'll begin a residency in anesthesi- 
ology at the Hospital of the Univer- 
sity of Pennsylvania. Please send 
future issues of RESIDENT PHYSICIAN 
to my new hospital. Thank you very 
much. 

Burton S. Epstein, M.D. 

Philadelphia, Pa. 


© A photostat of the article has been 
sent. 


I recently had occasion to read 
the April 1958 issue of REswENT 
PuysiciAN and found therein a very 
excellent article by Sidney Fink, 
M.D., entitled “The Care and Feed- 
ing of Your Car.” I enjoyed this 
very much and would appreciate 
your sending me a reprint if pos- 
sible. A magazine such as yours did 
not exist when I was in medical 
school and I think we as students 
definitely missed something for not 


having it. My congratulations and 
my thanks for your courtesy and co- 
operation. 

James F. Flanagan, M.D. 
Newark, New Jersey 


© Copy on the way. Another article 
by Dr. Fink is scheduled for an 
early issue of RP. 


Address, Please 

In the February 1958, Volume 4, 
No. 2 issue of Reswwent Puysician, 
on page 114, was reference to a 
test, “An English Reading Test for 
Students of English as a Foreign 
Language,” by Harold V. King and 
Russell N. Campbell— Washington 
Publications, Washington, D.C. Sev- 
eral weeks ago we sent an order 
for a number of these test booklets, 
addressing our communication to 
Washington Publications, Washing- 
ton, D.C. It has been returned to us 
for insufficient address. We cannot 
find this company listed in the 
Washington telephone directory. We 
will appreciate your letting us know 
the full address of this publishing 
firm. 

H. M. Murdock, M.D. 

The Sheppard and Enoch Pratt 

Hospital 
Towson, Maryland 


© We addressed a communication to 
Dr. Slager, one of the co-authors of 
the original article. In his communi- 
cation to us, Dr. Slager indicated 
the following: 

—Continued on page 40 
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These are the skilled hands that 
help guide BLUE SHIELD: 


HESE ARE BUSY HANDS— hands ruled 

by a mind that never rests in its 
huest for new ways to help others. 
Dedication to this professional ideal 
eads so many doctors to participate 
actively in Blue Shield Plans. 

Doctors realize the problems of peo- 
ble who put off getting prompt care 
because they fear they cannot afford 

. Blue Shield helps doctors to pre- 
ent any such barrier coming between 
hemselves and their patients. 

Blue Shield Plans are backed by 
octors through their local medical 
ocieties. This doctor guidance helps 
0 maintain a realistic schedule of 
benefits for hundreds of operations and 

any nonsurgical services. All money 
aken in, except for needed expenses 
nd reserves, goes toward paying 

embers’ doctor bills. 

The enthusiasm with which doctors 


view Blue Shield is apparent. Tod 
approximately 120,000 practicin 
physicians in areas ‘served by Blu 
Shield Plans actively participate in tl] 
program. Equally important is th 
public acceptance of Blue Shield. Moj 
than 40 million people are now el 
rolled, and new members continue 
join by the thousands. 

For any information you’d lil 
about Blue Shield, write to Dept. 7 
Blue Shield Medical Care Plans, 44 
N. Michigan, Chicago 11, Ill. 


A PARTNERSHIP | 
® OF DOCTOR AND PATIENT 


®Service marks registered by Blue Shield Medical Care Pld 
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—Continued from page 34 
Washington Publications 
3915 Military Road, N.W. 
Washington 15, D.C.—(may now 

be a part of 

English Language Services, Inc. 
Shoreham Building 
Washington 5, D.C.) 


Correction 


Let me first take this opportunity 
to thank you for providing the 
REsIDENT Puysictan. I enjoy re- 
ceiving this journal more than any 
other. Secondly, I would like to com- 
ment on the diagnosis given to the 
sixth question in the “Mediquiz” of 
the May 1958 issue (Vol. 4, No. 5). 
Question: “A 30-year-old male, 


“an improved 


effective in low 
dosage”? 


GARAT, 8. R. ET.AL.: 
J, ALLERGY 27: 57-62 
(JAN.) 1956. 


high anti-allergic 
low dosage 


Prescribe CLISTIN first...\ 


about twenty pounds overweight for 
his age and height, is subjected to a 
glucose-tolerance test with the fol- 
lowing results: fasting blood sugar 
—90 mgms per 100 cc, fasting urine 
specimen—contains no sugar. 100 
grams of glucose are fed to him 
after the specimens have been col- 
lected, and subsequent tests show 
the following: blood sugar, one hour 
after glucose ingestion, 204 mgm 
per 100 cc; urine sugar, one hour 
after glucose ingestion, .25%; blood 
sugar, two hours after glucose in- 
gestion, 90 mgm per 100 cc; urine 
sugar, two hours after glucose in- 
gestion, faint trace. This man has a 
sugar-tolerance curve which demon- 
strates: (A) normal curve; (B) dia- 


CLISTIN 
“produced the 
fewest complaints 
of drowsiness, 
as well as the 
lowest incidence 
2. of all side 
effects” 2 


MACLAREN, 
W. R. ET AL.: 
ANN. ALLERGY 
13:307-312_- \ 
(MAY-JUNE) 
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betic type (decreased sugar toler- 
ance); (C) increased sugar toler- 
ance; (D) alimentary glycosuria.” 
The answer given is (D) alimentary 
glycosuria. 

1) According to Joslin (of the 
Joslin Clinic) any post-prandial 
blood sugar over 180 mgm% indi- 
cates diabetes mellitus. 

2) The post-prandial blood sugar 
may be repeated after another test 
Joad of 100 grams glucose at an- 
other time to verify diagnosis—but 
the fall to normal levels at two 
hours does not rule out diabetes mel- 
litus. (Nor does the slight trace in 
urine give diagnosis of alimentary 
glycosuria. ) 

3) This points out the essential 


difficulty in utilizing multiple-choice 
examinations. If the answer could 
be qualified, certain questions could 
be investigated: i.e., was patient 
properly prepared with at least three 
days of 300 grams carbohydrate 
daily? Was the patient hyperthy- 
roid? Results of follow-up studies? 
None of the answers available are 
entirely satisfactory. Without resort- 
ing to qualifying statements the an- 
swer must be (B) diabetes mellitus 
and not alimentary glycosuria. 

Jules Kaplan, M.D. 
Chicago Wesley Memorial Hospital 
Chicago, Illinois 


© Dr. Kaplan is correct in both re- 
—Concluded on page 46 
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to control this 
woman’s appetite 
all day long 


and improve ,- 


her mood 
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Mutual Benefit Life’s Job: 


TRUE 
SECURITY 


FOR THE PHYSICIAN 
AND HIS FAMILY 


As a physician you know the 
importance of taking proper 
measures now to protect your 
patients’ futures. 

Similarly, Mutual Benefit 
Life is uniquely qualified to 
determine your present needs 
and to protect your future. 
More than a century of serving 
the medical profession has given 
us unusual insight into your 
particular requirements. 

That is why Mutual Benefit 
Life can provide you with 
TRUE SECURITY, with an 
insurance program personally 
fitted to you. Itis especially flex- 
ible to fit your lifetime earning 
curve, which probably starts 
later, rises rapidly, declines 
sharply without the cushion of 
company benefits. 

Enjoy TRUE SECURITY 
with the fullest, finest protec- 
tion in the insurance field . . . 
now offered with the most lib- 
eral coverage in Mutual Benefit 
Life’s 113-year history and ata 
new low cost. 


MUTUAL BENEFIT 


seconrry 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY. NEWARK, NEW JERSEY 


sician 


October 1958, Vol. 4, No. 10 45 


—Coneluded from page 41 


spects in my opinion. Ackerman, I. 
P. et al. (Clinical Research, P. 251, 
Vol. 6, No. 2. April, 1958) have 
shown without question that a num- 
ber of textbooks dealing with the 
glucose-tolerance test are incorrect. 
As these investigators state, “We be- 
lieve that nondiabetic glycosuria oc- 
curring during  glucose-tolerance 
tests is not a benign condition; that 
it is indicative of potential diabetes 
mellitus; and that such patients 
should be retested periodically for 
the presence of diabetes.” Thus the 
author of this question was in error, 
and it escaped your editor. None of 
the given answers were correct, as 
the important event was the glyco- 


suria, Answer (B) was the closest. 
This leads directly to the second 
point, namely that at times in mul- 
tiple-choice examinations, the cor- 
rect answer may be a matter of 
opinion between two internists, or 
really should be qualified. To me 
this has been the fault of a number 
of multiple-choice questions which 
I have been asked to review. PERRIN 
H. Lone, Editor-in-Chief. 


Spouse 

Thoroughly enjoyed Elizabeth Bel- 
tran’s article explaining “Resident’s 
Spouse” especially since I have been 
suffering from a severe case for the 
past three years... . 

Mrs. James A. Schaettler 

Brooklyn, New York 


Placidayl 


NONBARBITURATE —‘ETHCHLORVYNOL ABBOTT! 


4 
= 
‘ 
nudges your patient to sleep 


We are constantly hearing today of residency educational 
programs, and that this and that should or must be done, to 
educate our house officers. Hospitals have set up educational 
committees and have appointed Directors of House Staff Edu- 
cation. These committees and directors spend much time in 
setting up lectures, clinics, demonstrations, etc. for the in- 
tellectual benefit of house officers. The work of these com- 
mittees and directors is under continuous review by groups 
such as the Council on Medical Education and Hospitals of 
the American Medical Association, by the various specialty 
boards, and by the Joint Commission for Accreditation. 

Indeed, at times, so much thought and talk is expended on 
these programs that one wonders if the primary factor in the 
education of the house officer, which is to learn by observing 
the natural history of disease, has not been lost sight of. 

There is often so much spoon-feeding of didactic material 
that little time is left for studying or curing the illnesses of the 
patients, Everything is too well organized to permit time to 
be given to these points. It may be added that this is being 
said without my tongue being in my cheek. It’s too often the 
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——Editor’s Page 


truth. The house staff member is hounded from one confer- 
ence to another, 

In comparison with the normal dullness of didactic teaching, 
the proper study of and thinking about patients under the 
guidance of an unhurried and wise preceptor is very exciting. 
When this happens, the house officer can, to a degree, direct his 
own education and plan his time to good advantage. For one 
thing, he can read, and through his reading he can gain the 
ability to discern what is true and critical in approach in medi- 
cal literature. He can discuss what he reads with his preceptor 
and by doing so, develop a sense of proportion. He can take 
the experience which he has gained from his reading to his 
patients for their benefit. 

Furthermore, when the house officer is permitted a degree 
of self-selection in his educational program, and utilizes this 
privilege properly, he can associate himself more with those 
who do things in medicine, rather than those who talk about 
things other people do. What I am getting at is that he will 
have time to go and listen to those who are the real contributors 
to medicine. This is especially true in the larger communities, 
and can be a prime factor in broadening the outlook of the 
house officer. He must have this privilege, and he must exercise 
it for his own benefit. 

The more the house officer does for himself, in his educa- 
tional process, the better doctor he will become. He must not 
be a somnolent mass of inert protoplasm sitting in a chair. “Do 
it yourself” holds in medicine to a greater degree than it does 
in any other walk of life. And he who “does it himself” as a 
house officer, will continue to do it all his life. Those who will 
profit most by his efforts in these respects will be his patients. 


Fong, 
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Clinical Photography 


Bumping against the apparently formidable technical 
: factors involved in photography has discouraged 
3 many a would-be shutterbug. The author offers en- 
> couragement, affords a clear view of the practical 
7 mechanics of photography with a minimum of theory. 


Ranes Chakravorty, MBBS 


A BOUT ten years ago, in testing out a camera acquired 
a few days before, I took some pictures of a patient in the 
t surgical department affiliated with my medical school in 
Calcutta, India. 

; Later, one of my professors published a textbook on 
clinical methods in surgery. One of my chance photo- 
l graphs was included in the book. 

From then on over the years, photography has been 
my hobby; gradually becoming more and more impor- 
tant tome. At the present time I take at least three dozen 
color pictures a month. 

' Accurate records, essential to any science, are indis- 
pensable in any branch of medicine. And since the 
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photographic record has become an 
integral element of record-keeping, 
the importance of photography in 
medicine needs little discussion. In 
a recent sectional meeting of the 
American College of Surgeons held 
in New York, at least three out of 
every four papers presented (that I 
had an opportunity of listening to) 
were accompanied by lantern slides. 


Clinical photos 


Whatever your specialty in medi- 
cine, and even if you are not inter- 
ested in any particular subdivision 
of the medical hierarchy, there are 
frequent occasions where a clinical 
photograph is of value. 

A visual record can be of great 
help in recording the unusual lesion, 
tracing the progress of a disease and 
its control by therapeutic measures; 
recording, evaluating and assessing 


About 
The 
Author 


Graduating from the R. G. Kar Medical College 
of the University of Calcutta, India, in 1949, the 
author trained in surgery at the College until 
1952 when he was selected by the Indian Medical 
Association to take postgraduate surgical training 
in the U.S. He served one year of a surgical 


the success of surgical operations, 
and for the clear and accurate pres- 
entation of newer technics in any 


field. 
Costs 


For those who are now or planning 
to become teachers, and for others 
who expect to enter practice, a per- 
sonal, properly-indexed collection of 
medical photographs is invaluable. 

Yet, there is a limiting factor. For 
most residents, the expenses involved 
in “buying” photos and slides are 
enormous. The charge for a lantern 
slide made by the hospital photo- 
graphic department is usually a 
deterrent in ordering as many pic- 
tures as one wants to be taken. And 
too, a photograph taken by someone 
else might not show exactly the fea- 
ture that you are interested in. 
Finally, hospital photographic de- 


residency at Mount Sinai Hospital (Chicago) and was assistant 
resident at the Memoriat Center for Cancer and Allied Diseases 
(New York) for 15 months. In 1954 he spent 6 months as a 
surgical registrar at the Hammersmith Hospital (Postgraduate 
Medical School of the University of London, England), and in 
May 1955 he became a fellow of the Royal College of Surgeons. 
At present, Dr. Chakravorty is a senior resident in surgery at the 
Memorial Center for Cancer and Allied Diseases. Upon completing 
his residency, he intends to return to India where he will enter 
academic surgery with special emphasis on oncology. Interested in 
clinical photography since medical school, the author has a collec- 
tion of more than 1500 color and 1000 black and white slides. 
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partments usually work on a strict 
time schedule; when you want a 
photograph taken at an odd time or 


in a hurry, the necessary facilities . 


might not be available. 

For all these reasons, I believe 
you will find that to be your own 
photographer has many advantages. 


Process 


In this day and in this country, 
there are very few who are totally 
unfamiliar with the photographic 
process. However, those who have 
confined their photographic talent 
to a box camera on the beach might 
reasonably wonder if medical pho- 
tography isn’t a somewhat esoteric 
activity, perhaps a bit beyond their 
untried capabilities. 

The English physicist and mathe- 
matician, Sylvanus Thompson, once 
wrote: “What one fool has done, an- 
other fool can do!” This was with 
regard to the mathematics of cal- 
culus. The same thing applies to 
medical photography as well as to 
many other fields of human activity. 
You do not have to be an artist, a 
genius, a plutocrat or a combination 
of the three for effective clinical 
photography. 

This is not to say that some spe- 
cial techniques of photography don’t 
require above average skill. Pre- 
sumably, a closeup shot of a hum- 
mingbird’s wing in motion takes 
quite a bit of doing. But even the 
best professional photographers who 
happen to be ignorant of the habits 
and haunts of hummingbirds would 
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be hard put to get this shot without 
quite a bit of preparation, trial and 
error. 

However, you are in medicine. 
You know what you want to photo- 
graph and why. The how is simply 
a matter of learning a series of 
rather simple techniques based on 
definite and measurable values— 
such as light, color, distance, depth 
of field, shutter speed, aperture and 
camera angle. 

During the past few months I have 
helped three of my fellow residents 
start photographing patients on their 
own. This required very little 
knowledge of the details of the pho- 
tographic process on my part—or 
theirs. We are all as busy (or 
leisured) as are surgical residents 
in any large hospital. Yet, I believe 
that by a little effort many of you 
would derive as much pleasure and 
profit as we are currently getting 
from our hobby. 


Tools 


It does not need a great deal of 
understanding of photographic op- 
tics or chemistry for good clinical 
pictures. After all, how many of us 
who drive cars can take an engine 
apart or discuss the theoretical 
principles of the heat engine? 

However, it is important to have 
a working knowledge of the tools 
involved in taking pictures. A 
proper control of the equipment is 
essential for the most economically 
useful and aesthetically pleasing 
outcome of your efforts. Therefore, 
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YOUR FAMILY ALBUM 


This medically irrelevant title 
is a reminder that, remote as it may 
seem, the time will come when you 
will put aside your white uniform 
forever—and with it will go the 
opportunity that some residents 
overlook of storing up pleasant 
memories in permanent form. 
Whether your motivation is to show 
the girl you haven’t met yet what 
you looked like in a white suit, or 
pictures for the children of the 
time when mommy supported dad- 
dy, or simply, as in my case, ““Those 
were the days when I had hair on 
my head,” a few rolls of film will 
bring a lot of pleasure within a 


few years. Never the early bird, } 
raced around with a friend taking 
pictures in the last week of my 
residency, and now am glad that I 
did. 

Many pictures can be taken 
around the hospital without per- 
mission of the authorities. However 
have appropriate regard for the 
feelings of any patients who may 
think they are being photographed; 
get permission from the patients if 
you are taking anything that pri- 
marily involves them. In the New 
York City hospital system there are 
standard “Consent for Photog- 
raphy” forms for patients to sign. 


included here is a brief discussion 
of the fundamental principles in- 
volved. 

For those of you who will want to 
go into further detail, there are quite 
a few publications dealing with the 
more technical aspects of medical 
photography as well as those which 
cover a multitude of. general prob- 
lems in photography. 

However, experience is a thorough 
teacher; unless you are prepared to 
try, risking failure a few times, you 
will never become a serious clinical 
photographer—or even a good ama- 
teur. 

Beginning with basic mechanisms 
of the photographic process, the 
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theory will be kept to bare essen- 
tials. In some instances, scientific 
accuracy and exactitude has been 
sacrificed—either because I am 
somewhat ignorant of the details or 
because I have found a knowledge of 
them nonessential to effective clin- 
ical photography. 


Image ~ 


Photography consists in exposing 
a light sensitive surface (film) to 
an image of an object. Since the 
photochemical characteristics of the 
film are altered to a predictable de- 
gree, the image can be made per- 
manent. 

All light, of course, is either ab- 
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You don’t necessarily need a 


flashbulb attachment to take pic- - 


indoors. With the usual 
gooseneck lamp, containing a 60 
or 100 watt bulb, intimate still 
scenes within about four feet of the 
lamp may be photographed at night 
using a time exposure of 3 to 4 
seconds with the simplest box 
camera (usually set at f/11) that 
has no adjustments. There is an 
amateur photographer in every out- 
fit, and your mention of this sub- 
ject at the dinner table will prob- 
ably find you someone else with 
any additional know-how you need. 
Morris Soled, M.D. 


tures 


sorbed, transmitted through, refract- 
ed or reflected from the objects sur- 
rounding us. In order to obtain an 
image of an object on film, a light- 
tight box or camera (the Latin word 
for vault) is used having a glass 
lens system (for focusing) and 


a_ light-sensitive, emulsion-coated 
paper (film) situated behind the 
lens group. 


Focus 


The photographic lens combina- 
tion is optically of a positive type. 
In other words, after refraction, the 
light rays converge to a real image 
behind the lens. This image is 
“critically sharp” at a definite dis- 
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tance behind the lens; at any other 
plane, it is blurred or “out of focus.” 

The distance behind the lens at 
which parallel light rays, i.e., those 
emanating from an infinitely distant 
object, come to focus is determined 
by the lens system and is called the 
focal length of the lens. 

As the object is brought nearer 
to the lens, the plane of sharp focus 
shifts, the distance between the lens 
and this plane increasing. And to 
compensate for varying lens-to-ob- 
ject distances, some provision must 
be made for altering the distance 
between the lens and the photo- 
graphic film. In most cameras this 
is accomplished by having the lens 
mounted in a tube system with a 
helical screw. 


Distance 


Markings on the mount indicate 
the correct position of the lens for 
proper focus of any object accord- 
ing to its distance from the lens. 

The distance of the object from 
the lens can be estimated or meas- 
ured. A guess is usually sufficient 
when the object is 20 or more feet 
distant. But as this distance is de- 
creased, the accuracy of measure- 
ment must be increased. The focus 
is most critical in close-up work, 
and a measuring tape is often used. 

Better cameras have either a built- 
in rangefinder (sometimes coupled 
to the lens), or an optical system 
by which the image as it falls on the 
film can be seen. The latter, a “re- 
flex” type camera either has two 
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Basic assembly for medical photography. 
Camera, 35 mm., on light bar: exposure 
meter and booster (between the two 
photoflood lamps), extension tube set, 
separated into three components, and 
supplementary lens and retaining ring. 


Two supplementary lenses on the left 
above. Retaining rings for the two lenses 
on the right above. Lens detached from 
camera body in center below. 
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identical lenses, one for viewing and 
the other for photographing, or a 
single lens which performs both 
functions with the help of a mirror 
or a prism positioned between the 
lens and the film. 

The single-lens reflex camera is 
possibly the best type for all-purpose 
clinical photography. 

As the viewing lens is the same 
as the “taking” lens, problems of 
parallax which can cause serious 
errors in close-up photography, do 
not arise. Focusing is accurate with 
this system since the image is seen 
exactly as it will appear on the film. 
Finally, additional equipment such 
as telephoto lenses, supplementary 
lenses, extension tubes (to be dis- 
cussed later) can be used on the 
single lens reflex camera without 
need for special viewers. 


Controlled variables 


The photochemical process on the 
film is related to the intensity or 
brightness of light falling upon it 
and to the duration of exposure to 


the light. Thus image gradation 
from black to white (transparent on 
the negative), can be controlled at 
the camera by varying the volume 
of light passing through the lens, or 
by varying the time during which the 
film is exposed to the light. Another 
controllable variable: characteristics 
of various films are not the same; 
and film sensitivity or “speed” is the 
third determinant of the image or 
negative. 

Since these variables can be con- 
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trolled, photographs can be taken 
under a wide range of circum- 
stances. 

The photosensitivity of a film ts 
measured under standard conditions, 
the result expressed in various ways. 
At least six methods are in popular 
use, the common procedure in the 
United States being in accordance 
with the recommendations of the 
American Standards Association. A 
number (ASA rating), specific for 
each type of film, can be found on 
the manufacturer’s instruction sheet 
supplied with the film. 

The possible range or “latitude” 
of film sensitivity is quite wide, and 
black-and-white films are available 
with ratings which reflect this range. 
(There is a linear relationship be- 
tween films of different speeds. In 
other words, a film with an ASA 200 
speed rating needs 1/10 the ex- 
posure time of a film with an ASA 
20 speed rating used for the same 
object under the same conditions.) 


Shutter speed 


The duration of exposure of the 
film to light reflected from the ob- 
ject to be photographed is controlled 
by the shutter. 
placed either between or just behind 
the lens elements, or immediately in 
front of the film (with focal plane 
shutter). 

Shutter speed can be adjusted as 
desired by rotating a disc or mov- 
ing a pointer situated near the lens 
mount. 

On the shutter-speed disc the 
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This mechanism is 


numerator of fractions is usually 
omitted and hence 25 means 1/25 
second, 10 means 1/10 second, etc. 
The faster shutter speeds, above 
1/100 second, are seldom used in 
clinical photography. In my opinion 
it is essential to choose a camera 
having the slower shutter speeds of 
1/5, 1/2 and 1 second. 

For cameras without provision for 
directly setting the shutter at slower 
speeds, accessories are available 
which can be added to allow longer 
exposures. 

Most shutters have two markings: 
B and T (or Z). The former is for 
normal exposures of fractions of sec- 
onds, the latter for longer exposures 
up to any time determined by the 
operator. 

For the average person, 1/25 of a 
second is about the slowest exposure 
that can be used effectively with the 
camera held in hand. For longer ex- 
posures it is wise to have the camera 
mounted on a tripod or resting on a 
firm surface. 


Volume 


In addition to controlling the time 
that the shutter remains open, most 
cameras have a provision for regu- 
lating the volume of light passing 
through. This is by means of an 
iris diaphragm similar to those 
found on microscope condensing 
lens systems. The opening in the 
diaphragm can be adjusted within 
certain limits depending upon the 
type of the lens. 

The size of the beam of light en- 
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Using an exposure meter to judge ex- 
posure needed for copying a radiograph. 


tering the camera is expressed by 
the synonymous terms aperture, 
relative aperture, stop, f/value or 
f/number. 

This number is obtained by divid- 
ing the focal length of the lens by 
the diameter of the diaphragm open- 
ing. Thus if a 50 mm. (a focal 
length that is standard on most 35 
mm. cameras) lens has a 25 mm. 
diaphragm opening, the f/value of 
the opening is 2. If we “stop down” 
or close the diaphragm to 10 mm. 
diameter, the “stop” or f/value is 5. 

Note that the smaller the dia- 
phragm opening, the larger the 
f/value numerically. Or, expressed 


in terms of the f/numbers, the great- 
er the number, the smaller the size 
of the opening (lessening the 
amount of light permitted to fall on 
the film). 

Usually the diaphragm of a 
35 mm. camera can be set at stand- 
ard “stops” as follows: £/2, £/2.8, 
£/4, £/5.6, £/8, £/11 and £/16. This 
progression is standard because each 
stop, working down in numbers, is 
so calculated as to double the 
amount of light admitted over the 
next higher f/number. 

For example, twice as much light 
is admitted at f/2 as at f/2.8. 


Not to belabor the point, but com- 
plete familiarity with shutter speed 
and aperture is the most important 
acquisition the would-be shutterbug 
can make. Though it takes only a 
few minutes of concentrated effort 
to memorize the relative values of 
the numerical series involved, there 
is no other technical information 
in photography that is used as often 
by the photographer. 

In the next article in this series, 
you will see how adjustments in 
aperture and shutter speed are re- 
lated and how these two variables 
enable the photographer to take pic- 
tures under the widest possible 
range of conditions. 


NEXT | Lighting, Depth of Field 
MONTH 


and Selection of Equipment. 
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Flexible 


1. S. Ravdin, M.D. 
= Editorial 


om Resulting From An Increase 
in the Population 


It is now generally agreed that with our rapidly in- 
creasing population, we shall soon have an insufficient 
number of doctors available to take care of those who 
need medical attention. It has frequently been said 
that we have had until recently a sufficient number of 
doctors, but that their distribution throughout the 
country was poor. If the rate of population increase 
even roughly approximates that which has been postu- 
lated, there is no question that we shall have to look 
forward to the training of more doctors. It is highly 
possible that we will also have an insufficient number 
of hospitals to take care of the sick and injured. There 
can be no doubt that we shall have an insufficient 
number of well trained men in the medical and surgi- 
cal specialties to provide the best of medical and 
surgical care. 

It appears impossible that we will be able rapidly 
to increase the number of medical schools in this 
country. However, thoughtful people who have been 
considering this matter believe that many of our col- 
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Guest Editorial 


I. S. RAVDIN, M.D., Chief, Department 
of Surgery, Hospital of the University of 
Pennsylvania. John Rhea Barton, Professor 
of Surgery, University of Pennsylvania 
School of Medicine. 


leges and universities can provide the training for the 
first two years of a medical education in existing in- 
stitutions which do not now have medical schools. 
Many of these institutions would require but minimal 
additions to the faculty to provide the type of educa- 
tion now offered in our medical schools during the 
first two years. 

Thus, it is quite possible that we can provide for an 
appreciable increase in the number of students for the 
clinical years of training. This is especially true if, 
in our larger communities, acceptable hospitals would 
be willing to become affiliated with medical schools 
and their hospitals in order to provide the exacting 
type of clinical training which is necessary. 

We shall have to find means of further extending 
the number of hospitals accredited for residency 
training in a wide variety of clinical subjects. In do- 
ing this great care myst be exercised less we reduce 
seriously the quality of this training . It can be accom- 
plished, but it will require a great deal of study be- 
fore a perfectly satisfactory plan becomes available 
for adoption. 

We shall have to have a larger number of hospitals 
in which excellent patient care and first rate teaching 
and training are available. It is probable that the 
hospitals of our government services will have to 
accept a larger number of men for residency training 
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who wish to make a career of community practice 
rather than military medical practice. 

This is especially true in regard to surgery and the 
surgical specialties for we must now face the simple 
truth that with more and more of our population carry- 
ing medical and surgical insurance, fewer patients are 
available for the training of young men in surgery 
and the surgical specialties. Something must be done 
which will lead to the acceptance by insurance car- 
riers of residents who have had a considerable amount 
of training, as being better qualified to do an operation 
than is someone who has just finished an internship 
and has passed the state board examinations leading 
to licensure in the practice of medicine and surgery. 

These are matters of grave concern to all of us who 


are interested in the broadest aspects of medicine in 
the future. 
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Bi 


The University of Pennsylvania was the first American 
educational institution to be called a "University," the 
first to establish its own medical school, and the first to 
open its own teaching hospital. With nearly 250 residents, 
its training program is one of the largest in the nation. 


U niversity Hospital was established in 1874 as a volun- 
tary, nonprofit general hospital for the purpose of teach- 
ing medical students. The building at that time was 
three stories high and housed 146 beds of which 10 were 
for private paying patients. The medical staff consisted 
of three professors in the medical school and nine clini- 
cal professors. There were two residents, appointed 
semi-annually to serve for six months, from among 
alumni of the University after a competitive examination. 
All the medical staff and the residents served without 
pay. The first patient was admitted on July 27, 1874, 
and in that first year 642 ward patients were treated. 

Today, University Hospital has a complement of 811 
beds (of which 420 beds are for ward patients) and 68 
bassinets. Approximately 25,000 patients are admitted 
annually for 260,000 days of care (115,000 are ward 
days). 

The outpatient department, housed in a new eleven 
story building, consists of 35 major clinics, including all 
specialties in the field of Medicine. There are about 112,- 
000 clinic visits annually plus some 30,000 visits to the 
emergency room, 
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| 
ofPennsylvania Hospital 
6 | 


Residents training in OPD. 


Administration 

Although it is an integral part of 
the University of Pennsylvania, the 
Hospital is a quasi-autonomous unit 
in that it is governed by its own 
board of managers. There are ten 
members and five ex-officio mem- 
bers. 

The Medical Board is composed 
of all chiefs of service, laboratory 
and x-ray. The chiefs of service are 
concurrently chairmen of depart- 
ments of the medical school. All 
other members of the staff hold con- 
current medical school appoint- 
ments. Because of available office 
facilities within the Hospital, the 
greater part of the staff is geo- 
graphically full-time. 


Education program 

The Hospital is approved for in- 
tern and residency training by the 
Council on Medical Education and 
Hospitals of the American Medical 
Association and by the respective 
specialty boards. 

Emphasis is on bedside teaching 
supplemented by an extensive pro- 
gram of conferences, ward rounds, 
and lectures throughout the year. 
Attendance at these meetings is not 
obligatory, but residents are en- 
couraged to go to those which inter- 
est them. 

In its residency training, the Hos- 
pital participates in programs with 
the Philadelphia General Hospital, 
the Veterans Administration Hos- 
pital and Children’s Hospital. 

The library is centrally located in 
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a recently constructed addition to 
the Hospital. A growing medical 
and surgical collection, its holdings 
run to some 9,000 volumes. Current: 
subscriptions run to 200 American 
and English journals. With the 
active support of all the professional 
departments as well as the Hospital 
administration there is an up-to-date 
collection of monographs and texts. 

Whenever the necessary material 
is not immediately available from 
the library’s collection, it may be 
easily and quickly borrowed from 


other libraries. In this connection, it 
should be noted that Philadelphia 
is rich in medical book collections, 
all of which are available through 
inter-library loan. 

The library is designed to en- 
courage quiet study with 62 individ- 
ual study desks divided into three 
separate study areas. 

A professional medical librarian 
and an assistant are available to 
give assistance with reference prob- 
lems. 


William Penn called Philadelphia 


RESIDENCY TRAINING PROGRAM 


APPROVED 
SPECIALTY 2ND 3RD 


Internal Medicine ... 14 14 

Gastrointestinal 2 

Neurosurgery 

Neurology 2 

Obstetrics and 
Gynecology 

Orthopedics 

Pediatrics 

Psychiatry 

Pulmonary Disease .. 

Surgery 

Urology 

Allergy 

Dermatology 

Ophthalmology 

Otolaryngology 

Anesthesia 

Physical Medicine .. 

Pathology 


Radiology 


RESIDENCIES 
4TH 5TH 


TOTAL CHIEF OF SERVICE 
3 — 45 Francis C. Wood 
Thomas Machella 
Robert Groff 
George Gammon 


ono 


Franklin L. Payne 

Paul Colonna 

Lewis Barness 
Kenneth Appel 
Robert Mayock 

1. S. Ravdin 

P. Boland Hughes 
Eugene Hildreth 
Donald Pillsbury 
Francis H, Adler 
Harry Schenck 
Robert D. Dripps 
William D. Erdman, II 
Robert F. Norris and 
H. T. Enterline 


Eugene Pendergrass 


Nn 
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HOSPITAL OF THE UNIVERSITY OF PENNSYLVANIA 


MONDAYS 


7:30 a.m. 


Ophthalmology Ward 
Rounds — Staff — Eye 
Wards 


Gynecology Operations 
Gynecology Ward 
Rounds 


Orthopedic Ward Rounds 
Surgical Ward Rounds 
Urology Ward Rounds 
Sterility Gyn Clinic 
Arthritis Clinic 

Chest Clinic 

Cardiac Clinic 

Medical Ward Rounds 
Gynecology Clinic — Dr. 
Paul Klingensmith — Gyn 
OPD 
Obstetric Ward Rounds 
—Labor Floor & Dulles 
PGH* — Medical Ward 
Rounds — Drs. Schnabel, 
Jr. & Alexander 


Urology Clinic 


Senior Medical Ward 
Rounds 


Hematology Rounds — 
Medical Wards 


Medical X-ray Confer- 
ence—Dr. Hodes & staff 
Gyn-Path. Conference, 
4th year—Drs, Hoffman 
& Greene 


Urology Staff Conference 


Hughes 


TUESDAYS 


Lec 


PGH* — Students Case 
Presentation 
Therapeutics — Dr. 
Hopkins 


Psychiatry—Case Presen- 
tation—Dr, Ecker & staff 


Gynecology Operations 
Pediatric X-ray Conf.— 
Dr. Hope — Children's 
Hosp. 

Antepartum Clinic — Dr. 
Fields—Ob. OPD 

Surg. Pathology — 3rd 
year students 

PGH* — Dr. Collins — 
Chest Conf. 
Otolaryngology Conf.— 
X-ray Conf, Room 
Radiology Residents Con- 
ference 
Pediatric 


Year 


Lecture, 4th 


Urology Lecture 
Surgical Lecture 
Pediatric Cardiac Con- 
ference 

Neuropath, Conf.—Did- 
actic Course in Clin. 
Neuropath. 


Gynecology Operations 
Gynecology Ward 
Rounds 


* Philadelphia General Hospital 
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erences and Rounds 1957-1958 


Obstetrics Ward Rounds 
Surgical Ward Rounds 
Urology Ward Rounds 
G.S.M. in Surgery — Dr. 
Ravdin & Staff—Opera- 
tive Clinic 
Orthopedic Ward 
Rounds 

Ophthalmology Lecture 
to Residents 

Endocrine Clinic 
Gynecology Follow-up 
Clinic—Dr. Weinstein— 
Gyn OPD 

Gynecology Clinic — Dr. 
McElroy—Gyn OPD 
Medical Ward Rounds 
Urology Clinic 

PGH* — Medical Ward 
Rounds—Dr, Cooper 
G.S.M. Lecture in Sur- 
gery—Surg. Staff 

Senior Medical Ward 
Rounds 


Allergy & Immunology 
Conference 


Hypertension Rounds — 
Dr, Jeffers 


Combined Pulmonary 
Conf.—Drs. DuBois & 
Fister (Pulm. Physiol.), 
Dr. Mayock (Pulm. Sect.) 
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Conf. in Electroencepha- 
lography—Dr. Thorner 
Lecture, 4th Year — Dr. 
Ellis 

Obstetrics Clin. Conf., 
4th Year—Drs, Bachman 
& Harer 

Psychiatry Case Presen- 
tations—Dr, Ecker & staff 
PGH*—Med.-Surg. Conf. 
Drs. Welty, Erb, Stevens 


Clinical Chemistry Semi- 
nar 

Ophthalmology Opera- 
tions—Dr. Scheie 
Gynecology Operations 
Pediatric Mortality Conf. 
—Children's Hosp, Ist 
Tuesdays 


Antepartum Clinic — Dr. 
Murphy—Ob, OPD 


Surgical Grand Rounds 
Neurology Ward Rounds 


Orthopedic Conference, 
4th Year 


X-ray Conf.—Dr. Pender- 
grass 


EKG Conference 
Student Seminar, 4th Year 
Surgical Lecture, 3rd Year 
Neurology Conference 
Neuro-radiology Confer- 
ence 

Neurological Psychiatric 
Lecture 


NOTE: Similar conferences, rounds and lectures 
are conducted through the balance of the week. 


11:30 
s Case 
— Dr. 
12:00 
8:30 
12:30 | 
1:00 p.m. 
9:00 
~Con- 
| 
| 
6:30 
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Univ. of Penn. Hospi- 
tal's brightly lighted fa- 
cilities include spacious 
cafeteria (right) and 
snack bar (upper right 
corner). Above is lobby 
entrance to clinics and iii 
at left is view of hospi- Hi 

tal library. 
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Residents and attendings 


the “green countrie towne” and this 
is still true, especially around the 
campus where nearly every street is 
tree-lined. Situated as it is in West 
Philadelphia a stone’s throw from 
Philadelphia General Hospital and 
the Veterans Administration Hos- 
pital, the Hospital of the University 
of Pennsylvania is, in a sense, an 
independent unit of a medical cen- 
ter, adequate in its own facilities. 
This area of the city is just beyond 
the rim of center city, as downtown 
Philadelphia is called, so that all 
the cultural and historical oppor- 
tunities of this birthplace of liberty 
are easily accessible. 

Since most residents today are 
already married when they come to 
the Hospital, there has been an ever 
increasing trend to live outside the 


72 


hold x-ray consultation. 


Hospital area. For those who desire 
suburban living the western and the 
Main Line suburbs are charming 
and easily accessible. The Univer- 
sity Housing Bureau assists house 
staff families in finding suitable 
quarters. For the resident “on call” 
there are limited sleeping accom- 
modations in the Hospital. 

A handsome, spacious cafeteria is 
maintained for the medical staff, 
nursing staff, technicians, and secre- 
tarial personnel. It is centrally lo- 
cated in the Hospital directly be- 
neath the library. Arrangement of 
the cafeteria provides pleasant sur- 
roundings for eating as well as dis- 
cussing clinical problems. 

For quick refreshment there is a 
snack bar on the ground floor where 
light lunches, beverages, candy, 
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magazines, and a wide selection of 
gifts are sold. 
Although there is no formal re- 


Hospital, there is a nondenomina- 
tional chapel where Sunday services 
are conducted. 

Within easy reach of the Hospital 
are churches of every denomination 
and creed which residents and their 
families may attend. 

Off-hour recreation may be had 
in the University swimming pool, 
and on the tennis courts. Within the 
Hospital itself is a squash court, 
ping-pong tables, television and 
game reoms. 

From time to time there are free 
tickets to sporting events, the or- 
chestra, the theater, etc., given for 
the use of the residents by friends 
of the Hospital. 

Wives of residents who are inter- 
ested in working have the services 
of the University Placement Bureau. 
There are always opportunities in 
nursing, teaching, secretarial work, 
and as technicians. When job op- 
portunities do not exist within the 
Hospital, the University, or in pri- 
vate offices of nearby doctors, there 
are always openings for qualified 
persons in center city (downtown 
Philadelphia) . 

Stipends and perquisites vary 
from one residency to another. For 
further information concerning resi- 
dencies, address the chief of the 
service, Hospital of the University 
of Pennsylvania, 3400 Spruce Street, 
Philadelphia 4, Pennsylvania. 
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ligious life conducted within the - 


U. OF PENNSYLVANIA CLINICS 


ANNUAL 
PATIENT VISITS 

2448 
552 
Dermatology .............. 6386 
Functional (Psychiatry) .... 6734 
Gastrointestinal ........... 3314 
7590 
Hypertension ............. 504 
Junior Health ............ 109 
6467 
Multiple Sclerosis ......... 269 
Muscular Dystrophy ....... 67 
802 
12,878 
Ophthalmology ........... 5008 
2070 
4955 
Otolaryngology ........... 2994 
9539 
Physical Medicine ........ 3674 
Plastic Surgery .........-. 391 
498 
Medical Oncology ......... 236 
64 
996 
1345 
2524 
Varicose Vein ............. 290 
520 
X-ray Therapy ............. 2450 
28,642 
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2 


one of a series 
from leading medical centers 


Clinico-Pathological 


Conference 


The Hospital of the University of Pennsylvania 


(H.U.P. 09 10 22) A 75-year-old 
female was admitted to the hospital 
with malaise, fever, and anorexia of 
one week’s duration. 

The fever prior to admission had 
ranged from 101° to 103° F. No 
chills, sweats, or chest pain were 
noted. The patient had a mild non- 
productive cough for about two 
years. She had lost seven pounds 
in the week preceding admission. 
The family history, past medical 
history, and social history were non- 
contributory. 

On admission the temperature 
was 101° F, the pulse was 100, and 
respirations were 24; the blood pres- 
sure was 130/80. The patient was 
in no acute distress. Moist rales 
were present in both bases with 
dullness and crepitant rales in the 
area of the left lower lobe. The car- 
diac dullness was enlarged to the 
left anterior axillary line and a 
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soft systolic murmur was heard over 
the precordium. The rest of the 
physical examination was negative. 


Laboratory 

The hemoglobin on admission was 
12.6 grams. The white count was 
9,300 with 79% neutrophils, 10% 
monocytes, 11% lymphocytes. Blood 
urea nitrogen was 17 mg%; serum 
protein was 5.8 grams with 3.5 
grams albumin and 2.4 grams globu- 
lin. Liver function studies were 
normal. The urine showed a trace 
of protein and was otherwise nor- 
mal. Urine culture showed no 
growth. 


An EKG was reported as showing } 


a sinus tachycardia and low voltage 
of the QRS complexes. Chest x-rays 
revealed marked cardiac enlarge- 
ment and density in the left lower 
lobe interpreted as probably bron- 
chopneumonia. 
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Hospital course 


While in the hospital the patient 
ran a fever spiking on most days to 
102° to 103° and rarely below 
100° F. No response was noted to 
tetracycline 250 mg q.id. The pa- 
tient was digitalized without im- 
provement. 

A thoracentesis four days after 
admission yielded 20 cc of straw- 
The following day 
500 cc of fluid was removed from 
the left pleural space. Culture was 
reported as showing no growth. Cy- 
tologic studies on the fluid showed 
no evidence of malignant cells. The 
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X-ray reveals cardiac 
enlargement and 
density in left lower 
lobe. 


patient improved somewhat after 
this tap. The fever continued and 
atrial fibrillation began with an 
apical, somewhat distant beat of 80. 
Nine days after admission the 
patient became comatose and began 
Cheyne-Stokes respiration. This re- 
sponded to aminophylline and re- 
peat EKG showed a rapid auricular 
fibrillation, low voltage of QRS com- 
plexes and digitalis effect. Fluid 
had re-accumulated in the left 
pleural cavity. On the tenth hos- 
pital day the patient relapsed into 
coma, had a generalized clonic con- 
vulsion, and ceased breathing. 
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Summary 


Dr. Stwon Leopotp: This is a 
75-year-old woman with fever and 
very recent weight loss. The fever 
was accompanied by a proportionate 
tachycardia and tachypnea. There 
was marked cardiac enlargement 
with increase of the precordial dull- 
ness to the anterior axillary line. 
Laboratory studies revealed a mod- 
erate anemia, normal differential, 
low total serum protein with a rela- 
tive hypoglobulinemia. The EKG 
showed only low voltage. The fever 
was un-influenced by antibiotic 
therapy. Increasing fluid in the left 
pleural cavity was sterile on cul- 
ture. She developed fibrillation and 
succumbed with congestive heart 
failure and either cerebral anoxia or 
cerebral hemorrhage. Before we go 
further, may we see the films. 


Films 


Dr. ADELE FRIEDMAN: There is 
nothing here to tell you whether 
this is a pericardial effusion or 
just an enlarged heart. The pul- 
monary vessels are a little engorged 
which would go along with a degree 
of cardiac failure or with a long- 
standing minor shunt. The left base 
is poorly visualized either because 
of being obscured by the cardiac 
shadow or probably because of some 
accumulating fluid. I see no evi- 
dence of tumor in the lung fields or 
bones. I am not convinced of the 
presence of pneumonia. There is 
some dilatation of the aorta con- 
sistent with the patient’s age. The 
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later film taken just before death 
shows increase in the fluid at the 
left base. 


Cardiac enlargement 


Dr. Leopotp: The unusual and 
perhaps most significant finding is 
the very marked cardiac enlarge- 
ment unexplainable on the basis of 
hypertension or valvular disease. 
This might be on the basis of peri- 
carditis with effusion which may 
produce atelectasis in the left lower 
lobe. There is nothing in the ante- 
cedent history to suggest the cause 
of a pericardial effusion, but I can- 
not rule this out. Also, I must con- 
sider a pulmonary infarct in the left 
lower lobe which would explain the 
pulmonary findings and effusion, 
though not the marked cardiac en- 
largement. 

I choose to consider the possibil- 
ity of primary amyloidosis. In this 
condition the chief site of amyloid 
deposit is frequently in the heart. 
the patient is elderly, and the usual 
cause of death is cardiac failure.’ 
Low voltage of the QRS complexes 
is compatible with this condition. 
Amyloidosis of the heart has also 
been reported in multiple myeloma 
but we have no evidence to support 
that diagnosis here. Confusion be- 
tween primary amyloidosis and peri- 
carditis has lead to fruitless thor- 
acotomy in two instances at our hos- 
pital. Involvement of the _peri- 
cardium has also been described in 
primary amyloidosis. However, the 
upsetting factor here may well be 
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an intercurrent bronchopneumonia. 
Dr. Epwarp Rose: I would like 
to remind the seminar that metas- 


tases may grow very rapidly in the 


pericardium and myocardium while 
the primary may be clinically unde- 
tectable. We had such a case pre- 
sented several years ago with exten- 
sive cardiac inyolvement from an oc- 
cult carcinoma of the thyroid. The 
kidney may also be a site for occult 
primary carcinoma. 


Pericarditis 


Dr. CHARLES WoLFERTH: The 
electrocardiogram shows a low volt- 
age, though not as low as one would 
expect in a good sized pericardial 
effusion. However, it does not rule 
it out. I believe the chest film here 


would support the diagnosis of a 


pericardial effusion. Tuberculous 
pericarditis could produce such a 
picture of pericardial effusion and 
fever without known cause. The 
failure of the fever to respond to 
antibiotics is also suggestive. The 
fact that there is no evidence of a 
pulmonary focus of tuberculosis 
shown on the film does not sway me 
since the chest field is frequently 
negative in tuberculous pericarditis, 
and the patients are more often than 
not elderly. I do not think we can 
prove this diagnosis, however, with 
the information available. 

Dr. Stmon LeEopotp’s DiAcnosis: 

@ Congestive heart failure sec- 
ondary to primary amyloidosis. 

@ Atelectasis left lower lobe sec- 
ondary to pleural effusion. 
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@ Bronchopneumonia. 

PatHotocic DIAcNnosis: 

@ Ghon tubercle (calcified) left 
lower lobe. 

@ Tuberculosis (active) of medi- 
astinal lymph node. 

@ Tuberculous pericarditis with 
effusion. 

@ Atelectasis of left lower lobe 
with pleural effusion, bilateral, more 
marked on left. 


Pathologic discussion 


Dr. Horatio ENTERLINE: The left 
lower lobe was atelectic and about 
500 cc of cloudy fluid was present. 
The pericardium contained another 
500 cc of blood-tinged fluid con- 
taining specks of fibrin. The epi- 
cardium is coated with layer on 
layer of fibrin, the deeper layers 
showing some organization. Amy- 
loid deposits were not found. Acid 
fast organisms were demonstrated 
in areas of caseation. “Tubercles” 
were present but poorly defined. 

At first it was thought that this 
was a case of so-called primary 
tuberculous pericarditis but careful 
search revealed a small calcified 
Ghon tubercle in the left lower lobe 
and an area of tuberculosis in a 
mediastinal lymph node. It is 
thought likely that the latter was 
the source of the tuberculous infec- 
tion of the pericardium. It has 
been pointed out? * that despite ab- 
sence of clinical evidence of disease 
elsewhere, in about one-third of the 
cases, autopsy examination almost 
invariably discloses another focus 
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of infection, usually a peribronchial, 
peritracheal, or mediastinal lymph 
node. The fluid is frequently more 
or less bloody as was seen in this 
case. Cultures are often negative 
though more commonly demon- 
strable on guinea pig innoculation. 
We did not succeed in demonstrating 
any tuberculous pleuritis. 


Short course 


This case violates some of the 
generalizations on tuberculous peri- 
carditis. First of all the patient was 
a woman, although men are more 
commonly afflicted. The patient is 
white, although the colored race are 
more susceptible to the disease; and 
no friction rub was heard at any 
time. I believe this was because 


of the very considerable pericardial] 
effusion. The absence of the finding 
of a small pulse pressure may be 
accounted for by the evidently rapid 
progress of the disease and lack of 
dense scarring of the pericardium. 

The average duration of life is re- 
ported in the pre-chemotherapy days 
as two to four months; and although 
this patient almost certainly had the 
disease longer than the two and one 
half weeks of known duration, her 
course was much shorter than usual. 
Many of these cases are in the elder- 
ly age group, although the disease 
may, of course, occur in the young. 
Permission for examination of the 
brain was not obtained, so we cannot 
state whether an organic lesion of 
the brain was present. 
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Equipping the 
Ob-Gyn Office 


If you’re not on a limited budget, you can pull 
out all the stops. But if your budget is limited 
by your credit at the bank, plan carefully, 
compare costs and features of similar items. 
The money you save will be your own. 


An office for the practice of ob- 
stetrics and gynecology is unique 
in at least three respects: 

1. The practice deals exclusively 
with women. 

2. The woman patient returns 
to the office at regular intervals. 

3. The OB patient often be- 
comes clumsy as the pregnancy 
progresses. 


Women only 


All three factors mentioned in- 
dicate that the waiting room is of 
great importance. First, it should 
have feminine appeal—not as a 
boudoir, but like a living room in 
the home. 

Everything about the waiting 
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room should be subtle, relaxing, 
and in a quiet harmony of color 
and design. From the pictures on 
the wall to the placement of the 
lamps and the lighting arrange- 
ment, the waiting room should in- 
vite the patient to enjoy the com- 
fort of the surroundings. 
Although most men appreciate 
“pretty things,’ women insist 
upon them. Also, a man might sit 
on an uncushioned chair in a 
barbershop for 20 to 30 minutes 
without complaint. A woman, 
especially a pregnant woman, 
wouldn’t put up with this, Straight- 
back chairs? Yes. But not hard- 
bottom chairs. Nor will overstuffed 
chairs into which the average per- 
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son would sink with a sigh of 
content be acceptable to the 
mother-to-be. Besides being un- 
comfortable, your patient will 
need a derrick to help her up 
again. 

Selection of furnishings should 
be made with ease of maintenance 
and cleaning in mind. A woman 
has sharp eyes and a quick tongue. 
Dirty ashtrays, dog-eared maga- 
zines, soiled chairs or drapes, even 
measure. Her “clinical impres- 
dust; all are subject to her critical 
sion” may make her first visit her 
last. 


Waiting room 


In previous articles, mention 
was made of plastic and leather- 
covered furniture. According to 
our survey, the majority of obste- 
tricians prefer plastic-covered 
chairs. Although originally, a 
number chose overstuffed furni- 
ture, most admitted their mistake, 
agreed that pregnant women were 
uncomfortable in the very soft, 
deep chairs, 

The cost of an attractive plastic 
chair is from $30 to $50 and the 
minimum number required is six. 
(The husband may come on the 
first visit, but after that. he is 
happy to wait in the car.) Over- 
stuffed chairs are more expensive, 
prices ranging from $75 up. 
Carpeting in the waiting room 


What equipment is needed in 
the beginning practice of ob- 
stetrics and gynecology? Resi- 
dent Physician recently put 
this question to a number of 
practicing ob-gyn men. Based 
on their answers, this article 
is presented as a guide to 
those residents who will soon 
be setting up a practice in the 
specialty. Since cost is an im- 
portant factor in the selection 
of equipment, an approximate 
range of prices has been in- 
dicated for each item wher- 
ever possible as an aid to the 
resident in estimating his 
over-all equipment  invest- 
ment. 


was preferred by most respon- 
dents, their reported cost varying 
from $8 to $15 a square yard. 
installed. 

Table lamps and floor lamps 
were chosen in preference to wall 
lights. Since patients sometimes 
wait long periods in an obste- 
trician’s office, the lamps should 
be chosen not only for their 
attractiveness, but for the amount 
of illumination they give. The cost 
of a good lamp is at least $25. 

Tables are needed for ashtrays 
and magazines, and can be bought 
for $35 up. Incidentally, get large 
ash trays, preferably those that can 
be emptied easily. 

A few obstetricians took into 
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consideration that many of their 
patients have small children who 
accompany them to the office and 


so have a few small chairs and’ 


books available for the tots. Cost: 
from $5 to $15 a chair. 


Consultation room 


The consultation room for the 
obstetrician poses no special prob- 
lems except that it should be as 
completely soundproof as possible. 
Rugs, drapes and special ceilings 
assist in this purpose. The decor 
of the room should be dignified, 
but not severe. It should tend to 
invite conversation, 

For the cost of the desk our 
informants quoted prices of $75 to 
$300, depending on size and type. 

Chairs varied from $75 to $150 
for the physician’s chair and $35 
to $50 for the patient’s chair. 
Some obstetricians have no third 
chair. Said one, “If I let the hus- 
band stand during our conver- 
sation, he generally has few ques- 
tions, leaves quickly. But if he 


HEAD START 


There are two ways in which a 
resident can get a head start: 1) 
consult an office equipment com- 
pany which maintains an advis- 
ory staff having experience in 
equipping doctors’ offices, and 
2) make a tentative list of equip- 
ment items you think you'll need 
right away — together with cost 
estimates. 


sits down he settles back, asks for 
a complete lecture on obstetrics.” 


Examining room 


While many busy obstetricians 
have two or more examining 
rooms, a single unit is considered 
adequate for the beginning prac- 
tice. 

A table of course is required. 
Two main points to be considered 
are its strength and ease of mani- 
pulation. A new table can cost as 
little as $125 or as much as $700 
to $800. The average price quoted 
in our survey was $300. Stirrups 
should be attached and should be 
simple in operation. Some tables 
come equipped with electrical out- 
lets and basins. These are valu- 
able features according to our 
survey group. 

A small, sturdy stool for mount- 
ing the table should be available. 
It should cost no more than $15 
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to $20, but make sure it’s as slip- 


proof as possible. 
A head light is required. The 
shadowless model with a wide base 


was preferred by the majority of 
responding obstetricians. Some 
indicated a preference for one that 
attaches to the wall. 


A treatment stand and cabinet 
are necessary to hold the many 
instruments and speculums needed. 
Both may be purchased for un- 
der $200. 


Dressing room and lavatory 


Since these rooms are used so 
frequently, special care should be 
taken in furnishing them. The 
dressing room should be sepa- 
rated from the lavatory and ad- 
jacent to the examining room. It 
should be well-lighted, have a seat 
and a mirror. Hangers and hooks 
should be supplied for clothing 
and gowns. The door should be 


able to be locked from within. The 
total cost of dressing room equip- 
ment is usually less than $75. 
The lavatory, aside from being 
readily available to both the wait- 
ing room and the examining room, 
should contain a wash bowl, stool, 
a mirror, shelf, waste basket, soap 
and towels. Your nurse will have 
access to sanitary items and will 
make this known to each patient. 


Instruments 


Either a sterilizer or an auto- 
clave or both will be needed. A 
new sterilizer costs from $35 to 
$100. Autoclaves run from $220 
to $550. Respondents were di- 
vided in their preference. 

Special instruments are required 
by the obstetrician. An electric 
cautery is important and the cost 
of one suitable for the ob-gyn man 
can cost up to $350. An apparatus 
for tubal insufflation is required at 
a cost of about $150. A blood- 
pressure device, preferably one 
that can be mounted on or near 
the examining table, will probably 
cost in the neighborhood of $50. 

Other instruments such as for- 
ceps, speculum, ring sets, etc., can 
usually be purchased for under 
$150 for the lot. This sum includes 
the drugs that the obstetrician 
needs handy. A scale can be pur- 
chased for under $50. 
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A microscope, if not already 
available, is necessary—cost will 
be about $250 to $300 new and 
$175 second hand. 


Other lab 


equipment for the simple CBC, 
sedimentation rate and urines will 
cost about $100. More extensive 
lab facilities aren’t needed by the 
beginning obstetrician, according 
to the panel. 

X-ray and fluoroscope were not 
purchased by any of our in- 
formants, Most indicated a view- 
box was needed, Cost: $25 (stand- 
ing) to $50 (wall). 

In summary, the total cost of 
office equipment of those respond- 
ing to the ResipeNT PHYSICIAN 
survey was as little as $2000 to a 
bit over $4000. 
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The Merck Tradition 


George Merck, 

who came to this country 
from Germany in 1891, 
brought with him 

one of the proudest names 
in pharmacy. 

He not only added 

luster to that name 

but became 

an outstanding American 
in the process. 


Wer 24-year-old George Merck 
came to this country in 189] he 
brought with him more than two 
centuries of pharmaceutical tradi- 
tion. And when his career had run 
its course that tradition had been 
considerably enhanced. 

It was in 1668 that his ancestor, 
Friedrich Jacob Merck, acquired 
“At the Sign of the Angel,” a phar- 
macy in Darmstadt, Germany. In 
1816 Heinrich Emanuel Merck, 
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George Merck was well prepared for 
the job he undertook. The tradition he 
continued dates back to 1668, when his 
family acquired "At the Sign of the 
Angel" (left), a pharmacy in Germany. 


George’s grandfather, took over the 
business and started it on the road 
from pharmacy to factory. In this 
he was guided by the advice of his 
close friend, chemist Justus von 
Liebig. 

The preparation of pure alkaloids 
was the principal objective of the 
founder of the first Merck factory, 
and his achievements included the 
original manufacture on a commer- 
cial scale of morphine in 1827, co- 
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deine in 1836 and cocaine in 1862. 

Late in the nineteenth century the 
firm—known simply as “E. Merck” 
and then headed by George’s father 
—grew concerned about practices 
affecting its reputation on the Amer- 
ican market. Products not manu- 
factured by the company, and of in- 
ferior quality, were being sold under 
the E. Merck label. 

To remedy this the company 
opened an American branch in 1887. 
with offices at 62 Wall Street, New 
York City. 

At about the same time George 
Merck was sent to England for 
further education and to learn the 
language. Three years later he 


sailed for the United States. On 
January 21, 1891, the day he arrived 
in New York harbor, the Oil, Paint, 


and Drug Reporter welcomed him 
with an editorial which read in part: 


“... the interest which the Darm- 
stadt firm have hitherto held in the 
house of E. Merck, New York, has 
been transferred into the ownership 
of a young and energetic member of 
the Merck family, who hereafter 
will reside in this city and devote 
himself exclusively to the American 
trade. This gentleman, Mr. George 
Merck, we are informed, is a thor- 
ough practical druggist, having been 
brought up, not as scions of million- 
aire families usually are in luxury, 
or in the ease of a sinecure in the 
paternal establishment, but having 
been bound out to a regular, hard, 
old-fashioned apprenticeship in ene 
of the most renowned wholesale drug 
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Old photo shows proud member of the Merck fleet parked in front of building at 
University Place, New York City. This was company's headquarters until 1910. 


houses of Germany (F. R. Bued- 
ingen, Frankfort-on-the-Main). He 
served his time there with faithful- 
ness, achieving distinction in the 
service in all its grades, from the 
scullery up to the counting room. 
Hence, it is to be expected that the 
old ‘Merck blood will tell’ in this 
instance as it has told in those of 
his progenitors at Darmstadt. . .” 
George lived up to his notices. 
Under his direction the new com- 
pany prospered and grew. 
Although 1892-95 were depression 
years, Merck & Co. soon outgrew 
its quarters at 71 William Street, 
and in 1896 moved to the newly 


constructed Merck Building at Uni- 
versity Place and Eighth Street. 

The north side of the new quar- 
ters featured a pharmacy which 
served druggists throughout the 
country, filling prescriptions con- 
taining drugs unobtainable in most 
localities. ‘In the rear of the phar- 
macy was a court with a spring 
surrounded by plants and flowers. 
Here the customers relaxed while 
waiting for their prescriptions to be 
compounded. Though successful, 
the pharmacy was short-lived be- 
cause druggists complained it was 
competing with them. 

The south side of the ground floor 
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was used by the shipping depart-~° 


ment, the second, third, fourth, and 
part of the fifth floors, by the stock 
and subdividing departments. The 
analytical department used part of 
the fifth floor as well. The 34-mem- 
ber office staff worked on the sixth 
floor, where Mr. Merck had his 
office. The building was occupied 
by Merck until December 30, 1910. 

The company early began its pol- 
icy of service to the professions. In 
August 1887, six months after the 
opening of the American branch, 
the first issue of Merck’s Bulletin 
appeared, followed in 1888 by an 
abridged list of Merck’s Chemicals. 
Through the years the company put 
out many other publications, includ- 
ing The Merck Index and The 
Merck Manual, which in new edi- 
tions, survive to this day as highly 
respected technical references. 

The company also opened ana- 
lytical laboratories, which received 
orders from pharmacists all over 
the United States for examination 
of sputum, urine, milk, blood, water, 
and other specimens. The charge 
for examination of water for typhoid 
germs was $25, but most other 
analyses were $2 and $3 each. 


Manufacturing 


Initially, Merck & Co. was de- 
voted to the importation of drugs 
and chemicals, including those of 
other firms as well as E. Merck. 
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George W. Merck, founder's son, led 
company through a period of tremend- 
ous growth. His wartime work for gov- 
ernment won him the Medal for Merit. 


Many of these, especially the re- 
agent chemicals, were domestically 
unobtainable in the States. In addi- 
tion, many chemists in those days 
insisted on German brands, and it 
was difficult to sell U. S. manufac- 
tured drugs. 

In 1900, a 150-acre tract was 
acquired at Rahway, N. J., and man- 
ufacturing of alkaloids was begun 
in a brick building constructed in 
1903. Also, in 1903, the manufac- 
turing chemical business of Herf & 
Frerichs in St. Louis was. purchased 
by Merck & Co. When manufac- 
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Photo taken in the early 1890s shows the Merck staff at work in firm's original offices. 


turing operations were discontinued 
there about 1908 and transferred to 
Rahway, this became the St. Louis 
branch of the company. 

Today’s modern production, re- 
search, and office facilities at Rah- 
way, where 150 major buildings 
sprawl on 200 acres, are a far cry 
from Rahway in the early 1900s. 
Residents still speak of the “Merck 
woods” where quail, duck, and 
other game abounded to the pleas- 
ure of local sportsmen. 

Other sections of the land were 
swampy, necessitating a filling-in 
operation. For this cinders were 
salvaged from the nearby Pennsy]l- 
vania Railroad roadbed, Merck’s 


carriage horse being used to draw 
them in a small two-wheel cart. 
One employee who had moved 
from New York complained the 
croaking of bull frogs kept him 
awake at night. Another employee 
raised chickens on the plant site. 
Later the chicken house was used 
to pen a fldck of sheep belonging 
to George Merck. He first sent a 
few sheep to Rahway from his farm 
in Orange to use in testing the effi- 
cacy of a sheep dip. The test proved 
highly successful. For some time 
afterwards, he kept a flock of 15 
or 20 sheep at Rahway where they 
became a familiar sight. 
The rural scene was gradually 
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transformed, however, as manufac- 


turing facilities expanded to pro- 
duce a growing list of chemicals for 
medicinal, nutritional, photographic 
and technical uses, as well as a line 
of standardized reagent chemicals. 
Within a few years, Merck became 
one of the leading producers of 
chloral hydrate, iodine preparations, 
bismuth salts, acetanilid, narcotics, 
salicylates, alkaloids, disinfectants 
and other important products, in- 
cluding a comprehensive list of pre- 
scription chemicals. Many of these 
were domestically produced in the 
United States for the first time. 

In 1908, George Merck, who had 


Powers & Weightman plant around 1890. 
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become an American citizen, incor- 
porated the company in New York 
State as Merck & Co., Inc., with a 
capital of $250,000 and an issue of 
$750,000 debentures. In 1911, a 
Canadian branch office was opened 
in Montreal, Canada. 

During the ensuing eight years, 
the business expanded steadily, and 
from 1914 to 1918 the company’s 
sales almost doubled in volume, in- 
creasing from $4.2 million to $8 
million. The war, of course, cut off 
the importation of German drugs. 

By 1918 the original investment 
in buildings, machinery and equip- 
ment had trebled in value and the 


. This Philadelphia concern became part of 
Powers-Weightman-Rosengarten in 1905, 


Later, P-W-R merged with Merck, Inc. 
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when 


cardiovascular therapy 


is Called for... 


H 


ANSOLYSEN® 


(Pentolinium Tartrate, Wyeth) 


Indicated in the treatment of essential hypertension. 
ANSOLYSEN lowers blood pressure and relieves symptoms. 

The action is potent, reliable, and prolonged. EQUANIL, a useful 
adjunct to ANSOLYSEN, has been found effective in relieving 
anxiety attendant to hypertension. It enhances symptomatic 
relief, reduces the required dosage of ANSOLYSEN and thereby 
may decrease certain by-effects of ganglionic blockade. 


EQUANIL® 


(Meprobamate, Wyeth) 


Indicated as adjunctive therapy to relieve psychic stress often 
associated with cardiovascular disorders. EQUANIL relieves tension, 
mental and muscular, and produces the desired calmness. 


PURODIGIN® 


(Crystalline Digitoxin, Wyeth) 


Indicated in congestive heart failure. PURODIGIN achieves and 
maintains digitalization with a smaller oral dose than is possible 
with any other cardioactive glycoside. It offers high potency, 
complete absorption, steady maintenance, uniform action. 


THIOMERIN® copium 


(Mercaptomerin Sodium, Wyeth) 


Indicated for diuretic therapy. THIOMERIN produces significantly 
effective, smooth, and persistent fluid loss. It is well tolerated when 
given subcutaneously. 


WYAMINE® suirate 


INJECTION (Mephentermine Sulfate, Wyeth) 


Indicated in acute hypotensive states not associated with 
hemorrhage. Injection WYAMINE is an effective and predictable 
pressor agent. It produces a positive inotropic effect, resulting 
in increased force of myocardial contraction. It may be used 
intravenously or intramuscularly for prophylaxis or therapy 

of hypotension. 


A distinguished and vital film, ‘“‘Disorders of the Wh, 
lyette 


Heart Beat,”’ is available for group showing. Ar- 
range in advance for free booking. Write Wyeth ® 
Film Library, P.O. Box 8299, Philadelphia 1, Pa. Philadetphia 1, Pa. 
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net assets had grown from $150,000 
to $2.4 million. The capital stock 
was increased to $1,000,000, and 
the debentures were retired. The 
property in Rahway and the adjoin- 
ing town of Linden had been ex- 
tended to 170 acres, 35 of which 
were occupied by the plant consist- 
ing of 40 buildings. 

At the beginning of World War I, 
George Merck voluntarily turned 
over to the Alien Property Custodian 
of the United States enough com- 
mon stock to cover the interest in 
his company which was held by 
several relatives in Germany. Fol- 
lowing the war the corporation was 
recapitalized through a sale of pre- 
ferred stock to the public which 
eliminated all German ownership 
interests and left George Merck in 
control of the business. 


Old school 


When he first arrived in the United 
States, Merck took bachelor quar- 
ters at the German Club in New 
York City, from which he often rode 
his bicycle to the company’s of- 
fices on William Street. In 1893 he 
married Friedrike Schenck of An- 
twerp, Belgium, and they made their 
home at 334 West 86th Street in 
New York City. 

After the birth of a son, George 
W. Merck, in 1895 they moved to 
Llewellyn Park, West Orange, New 
Jersey. Here, where four daughters 
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Alpheus Phineas Sharp (above), the first 
in Baltimore. Key men in later expansion 


were born to them, they lived the 
rest of their lives. 

Merck was a Lutheran and Re- 
publican, and high among his phil- 
anthropic interests were the Orange 
Memorial Hospital and the YMCA. 
Mrs. Merck also was active in hos- 
pital and charitable work, among 
other things founding the Girl 
Scout movement in New Jersey. 

At his home in Llewellyn Park, 
Merck enjoyed farming, horseback 
riding and boating. Music was also 
a strong interest. He played the 
cello for his own pleasure and went 
to the opera as often as he could. 
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Merck became a close friend of 
Thomas Edison, who lived nearby. 
One early employee recalls that 
around 1900 Mr. Merck loaned Edi- 
son $8,000. The note was kept 
secret, no record of it being made 
anywhere. After the note was paid, 
Merck told the employee that the 
sum represented part of Edison’s 
loss in his attempt to manufacture 
carbolic acid, a venture that Merck 
had advised against. 

The drug manufacturer was 
known for his lively sense of humor. 
For example, in his office in New 
York, he had a special chair for 
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duate of the Maryland College of Pharmacy, founded pharmaceutical concern 
bgram were two brothers from Germany—Charles (center) and Louis Dohme. 


visitors he didn’t want to spend 
much time with. The front legs 
were shorter than the back legs, and 
usually it wasn’t long before the 
visitor, in an effort to remain seated 
comfortably, would start to fidget 
and place his hands on the arms of 
the chair. Merck would pretend 
to interpret this action as a sign 
that the visitor was ready to leave. 
He would rise, saying, “So sorry 
you have to go.” For those whom 
he wished to detain there was a 
conveniently placed chair with short 
back legs. 

In 1925, warned by failing health, 


93 


— a 


\ Men Who Made the Medicine 


George Merck became chairman of 
the board, and on October 21, 1926, 
died at the age of 59. Typical of 
many editorial tributes was this 
statement in Chemical Markets: 
“Competitors and customers alike 
have testified to his high ideals, 
energy, culture, and modesty—those 
of a true gentleman of the old 
school.” 

George Merck was succeeded as 
president of Merck & Co., Inc., in 
1925 by his son, George W. Merck, 
who had entered the firm after 
graduating from Harvard University 
in 1915. Under his leadership the 
firm, which owed its start to a Euro- 


pean tradition, drew upon American 
pharmaceutical tradition in cont- 
tinuing its growth. Eight months 
after his father’s death, George 
Merck signed a plan of consolida- 
tion with the highly regarded Phila- 
delphia concern of Powers-Weight- 
man-Rosengarten Co., thereby giv- 
ing Merck a major position in 
quinine. 

The beginnings of Powers- Weight. 
man-Rosengarten go back to 1818 
when John Farr and Abraham 
Kunzi_ started a pharmaceutical 
manufacturing business in Philadel- 
phia. In 1838 Kunzi retired and 


three years later Farr brought in 


In 1929 Sharp & Dohme absorbed H. K. Mulford, an old Phila. company. 
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his nephew, William Weightman, 
and Thomas H. Powers to establish 
the firm of Farr, Powers & Weight- 
man. When Farr died in 1847 the 
company’s name was changed to 
Powers & Weightman. 

In 1823 George D. Rosengarten, 
an accountant, joined two other men 
in a small Philadelphia chemical 
manufacturing concern. Not long 
after he became the sole owner. In 
1835 he formed a partnership with 
N. F. H. Denis, a French chemist. 
Denis retired in 1854 and two of 
Rosengarten’s sons came into the 
company, its name becoming Rosen- 
garten & Sons. 

Eventually the firm was headed 


by a lone surviving son, Harry Ros- 
engarten, and his three sons. In 


1905 they acquired Powers & 
Weightman and formed the Powers- 
Weightman-Rosengarten Co. 


Sharp & Dohme 


In 1953 Merck merged with an- 
other old firm, Sharp & Dohme, dat- 
ing back to 1845 when Alpheus 
Phineas Sharp, the first graduate 
of the Maryland College of Phar- 
macy, opened a drugstore in Balti- 
more. He had come to Maryland 
from Virginia, and chose Baltimore 
for his business venture because it 
was a key shipping point between 
the manufacturing North and the 
agricultural South; its substantial 
growth was assured. 
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In 1852 he took as an apprentice 
a 15-year-old boy recently emigrated 
from Germany. His name was Louis 
Dohme. He proved so capable that 
Sharp encouraged him to enter the 
Maryland College of Pharmacy. He 
graduated in 1857, becoming a full- 
fledged pharmacist at the age of 20, 
and years later served as president 
of the college. 

Dohme became a partner in 1860. 
and the firm of Sharp & Dohme was 
born. Five years later Louis’s 
brother Charles, also a trained phar- 
macist, joined the company and 
took charge of the laboratories. He 
proved a strong advocate of mass 
production methods and broadening 
the market for Sharp & Dohme 
pharmaceuticals. Production facil- 
ities were enlarged and a national 
sales force recruited. The company 
prospered and grew. 

Sharp retired in 1885 and his in- 
terest was bought out by the Dohme 
brothers. In 1893 Sharp & Dohme 
was incorporated under the laws of 
New Jersey, and in 1929 was rein- 
corporated in Maryland. It was also 
in °29 that the firm acquired the 
assets of the H. K. Mulford Com- 
pany of Philadelphia. 


No secrets 


The Mulford concern was an out- 
growth of “Old Simes” drugstore, 
established in Philadelphia in 1815. 
This firm is credited with having 
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initiated the standardization of drug 
products and the printing of for- 
mulas on labels. It also opened its 
laboratories to the inspection of sci- 
entifically qualified visitors, a prac- 
tice almost unheard of in a day 
when pharmaceutical formulas and 
production methods were jealously 
guarded “top” secrets. 

In 1894 the Mulford Biological 
Laboratories at Glenolden, Pa., were 
established to produce diphtheria 
antitoxin, the first domestic product 
to be offered commercially in the 
United States. The laboratories 
also introduced smallpox vaccine 
(1898), and were the first to supply 
aseptic glass smallpox vaccine 


points and biologicals in piston 
syringes, ready for administration. 

In addition to expanding the com- 
pany through mergers, George W. 
Merck spearheaded its research pro- 


gram. In this he was helped by 
his brother-in-law, George W. Perk- 
ins, then the executive vice presi- 
dent. 

Merck often used the word “seren- 
dipity” in connection with pharma- 
ceutical research. “Remember the 
story of the Three Princes of Seren- 
dip who went out looking for treas- 
ure?” he would explain. “They 
didn’t find what they were looking 
for, but they kept finding other 
things just as valuable. That’s ser- 
endipity and our business is full of 
it.” 
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Research program 

Dr. Randolph T. Major of 
Princeton University and Dr. Hans 
Molitor of the Vienna Institute. 
Austria, were brought in to direct 
the research program. Under their 
leadership the company pioneered 
in the development of vitamins, 
sulfas, antibiotics and hormones, be- 
coming a major producer in each 
field. 

From the company’s research and 
development laboratories at Rahway 
came such fundamental advances as 
the first synthesis of cortisone; the 
discovery and synthesis of hydro- 
cortisone and newer cortico- 
steroids; the discovery and synthe- 
sis of vitamin B,». High among the 
achievements of the Merck West 
Point, Pa., laboratories were the 
synthesis of most of the widely used 
sulfa drugs and the development of 
the technique for processing dried 
blood plasma. 

Sixty-seven years ago, Merck sup- 
plied the United States with fine 
chemicals from the world’s chemical 
centers. Today it manufactures and 
distributes its products to 75 
countries. 

Besides the Rahway plant, the 
company has six other U. S. manu- 
facturing centers as well as plants 
in Argentina, Australia, Bermuda, 
Brazil, Canada, Colombia, England, 
Holland, Japan, Mexico and the 
Philippines. 
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Service 


In addition to his achievements 


in the pharmaceutical manufactur- 
ing field, George W. Merck rendered 
valuable service to his country, for 
which he was awarded the Medal 
for Merit. 

Merck became a member of the 
Chemical Advisory Committee of the 
Munitions Board in 1939 and served 
as chairman from 1949 until the 
spring of 1951, when the committee 
was dissolved. 

He was appointed director of War 
Research Service when that agency 
was established in 1942 to take 
charge of all aspects of biological 
warfare research and development. 
In 1944 the War Department as- 
sumed full responsibility in this 
field, and the United States Biolog- 
ical Warfare Committee was estab- 
lished, with Merck as chairman. At 
its peak, some 3,900 army, navy and 
civilian personnel were employed in 


the program. 

During World War II, Merck also 
was a member of the Committee 
on Drugs and Supplies of the Na- 
tional Research Council. 

In September of 1951 he was ap- 
pointed by President Truman to the 
board of the National Science Foun- 
dation to fill an unexpired term. In 
1954 President Eisenhower reap- 
pointed him for an additional six- 
year term. 

George W. Merck died in 1957, 
leaving behind a world-wide organ- 
ization and a sound philosophy to 
guide it by. 

“We try to remember that medi- 
cine is for the patient. We try 
never to forget that medicine is for 
the people. It is not for the profits. 
The profits follow, and if we have 
remembered that, they have never 
failed to appear. The better we 
have remembered it, the larger they 
have been.” 


The story of E. Mead Johnson, 
the lawyer who found babies 


more interesting than briefs. 
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The Doctor 
Speaks French 


In many areas of the U. S., the number of foreign-born 
still comprises a large segment of the total population. In 
hospitals and medical centers located in these areas, physi- 
cians are frequently called upon to examine and treat patients 
who speak little or no English. And since few house officers 
are experts in foreign languages, it often becomes impos- 
sible for the doctor to communicate even the most routine 
request or direction to the patient. The result is at best 
frustrating for both doctor and patient; at worst, misunder- 
standing may endanger the health of the patient. 

A non-English-speaking patient may come to the hospital 
accompanied by a relative or friend who acts as interpreter. 
But once the patient is admitted, he is alone with the hos- 
pital staff; the language barrier goes up and the difficulty 
begins. 

To ease the anxiety of the patient and to help the physi- 
cian conduct an efficient, accurate examination and history- 
taking, Resipent Puysician has compiled a list of com- 
monly used medical directions, questions and answers with 
translations into various foreign languages. 

When using this language guide keep it open in front of 
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you while talking with or examining your patient. Don’t 
be overly concerned about getting the exact pronunciation 
of foreign words. If a word doesn’t seem to be understood 
by the patient, repeat it a few times slowly, varying the pro- 
nunciation slightly until the patient indicates his under- 
standing. Remember, the very fact that you are trying to 
speak to him in his native language will cause your patient 
to be more relaxed and responsive, Grateful for your efforts, 
he will do everything he can to comprehend and convey 
accurate, precise information. 


For Examination of French-speaking Patients 


Rules of pronunciation 


a is pronounced ah, as in father: la, bras. 
é, as in café; année, appétit, été, diarrhée, nausée, 
é or é, as in pet; prés, 
e (without accent mark)—At the end of a syllable, pronounced like 
e in the (thuh): le, se, sera. Before a silent consonant, pro- 
nounced like é in café; avez, nez, poussez, toussez, respirez, ouvrez. 
i, as in police: petite, facile, appétit, urine. Before another vowel. 
i becomes like y in yes: pied fiévre, combien. 
0, followed by a double consonant, as in some, done: donne, somme. 
ou, as in ooh, cool: ouvrez, jour, vous, bouche. 
ai and ei, as in said: mains, haleine, connaissance. 
Final consonants, whether single or in groups are silent except c, f, |, 
and r. Silent: doigts, pieds, estomac, mains, fois, nuit, dos bras. 
Sounded: laxatif, jour, mal. 


Courtesy 


Note: The courtesy titles Monsieur (Sir), Madame (Mrs.) and Made- 
moiselle (Miss) are used freely. Also, the expression s’il vous plait, 
meaning please, is always used at the end of any request or direction 
given the patient. Thank you, or merci, is another word which cannot 


be used too often. Courtesy words are omitted here for the sake of 
brevity. 
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Good day (hello) 
Good morning 
Good evening 
Goodbye 
—until tomorrow 
How are you today 


Bon jour 
Bon matin 
Bon soir 

Au revoir 


—a demain 


la téte 


eyes - les yeux 
ears - les oreilles 

nose - le nez 

mouth - la bouche 

teeth - dents 
tongue - la langue 
throat - la gorge 
fingers - les doigts 
legs - les jambes 
feet - les pieds 


stomach Jlestomac 


General questions 


do you feel sick 
do you have pain 
is it much pain 
mild pain 

where 

here 

when 

how many years 
how many days 
how many hours 
how many times 
where were you born 
how old are you 


Directions to patients 
do asIdo 


neck le cou 
chest - la poitrine 
heart - le coeur 
lungs - les poumons 
shoulders - les épaules 
back - le dos 
arms - les bras 
hands - les mains 
bladder - la vessie 
rectum - le rectum 
buttock - les fesses 
hips - les hanches 


vous sentez-vous malade 


avez-vous des douleurs 
est-ce-que cela fait trés mal 
un peu de douleur 

ou 

ici 

quand 

combien d’années 
combien de jours 
combien d’heures 
combien de fois 

ou étes-vous né 

quel age avez-vous 


faites comme moi 


Comment allez-vous aujourd’hui 
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m vaginitis 


TRICOF ON 


destroys all 3 principal pathogens 


Whether vaginitis is caused by Trichomonas, Monilia or Hemophilus 
vaginalis—alone or combined—TRICOFURON IMPROVED swiftly relieves 
symptoms and malodor, and achieves a truly high percentage of cul- 
tural cures, frequently in 1 menstrual cycle. TRICOFURON IMPROVED 
provides: a new specific moniliacide MICOFUR® brand of nifuroxime, 

the established specific trichomonacide FUROXONE® brand of furazolidone 

and the combined actions of both against Hemophilus. vaginalis. 


1. Office insufflation once weekly of the Powder (MICOFUR [anti-5-nitro- 
2-furaldoxime] 0.5% and FUROXONE 0.1% in an acidic water-soluble 
powder base). 2. Continued home use twice daily, with the Supposito- 
ries (MICOFUR 0.375% and FUROXONE 0.25% in a water-miscible base). 


NITROFURANS —a new class of antimicrobial ‘ith tibiotics nor sulfonamides. a I. 
EATON LABORATORIES, NORWICH, NEW YORK 
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inflammatory- 
suppressive 


inflammatory- 
corrective 


antiallergic 


new, exclusive 


Prednis-CVP 


dual anti-inflammatory ‘built-in’ protection 
inflammatory-suppressive . . . with citrus bioflavonoids ... 
potent, prompt, sustained action against ecchymoses, purpuras, 
with prednisolone gastric hemorrhage and other 
inflammatory-corrective . . . steroid-induced capillary damage 
reduction of abnormal with antacids... 

capillary permeability against gastric distress, 

with citrus bioflavonoids digestive upsets, nausea 
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suggested dosage: 


Average initial dose, 

2 to 5 capsules daily, 

in divided doses; 

in severe cases, 6 to 10 
capsules daily. Gradually 
reduce dosage to effective 
maintenance level. 


Bottles of 30, 100 and 
500 capsules. 


Samples and literature from 


in 
rheumatoid arthritis 


bronchial asthma 
eczemas 


and other inflammatory, 


100 CAPSULES 


allergic and 


rheumatic conditions 


Each PREDNIS-C.V.P. capsule provides: 


PREDNISOLONE 


4 meg. 


CITRUS BIOFLAVONOID COMPOUND 


100 mg. 


ASCORBIC ACID (C) 


100 mg. 


ALUMINUM HYDROXIDE 


100 mg. 


MAGNESIUM OXIDE 


100 mg. 


érlington-funk laboratories 
¢ vision of U. S. VITAMIN CORPORATION ~ 250 East 43rd Street « New York 17, N. Y. 
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relax 

relax more 

open your mouth 
open your eyes 
breathe deeply 


breathe through your mouth 


hold your breath 
push 
cough 


Diseases 


measles 
scarlet fever 
chicken pox 
smallpox 
pneumonia 
typhoid fever 
enteritis 


U.R. I. 


mumps 


Systemic inquiry 


Head 

trauma 
unconscious 
did you faint 
are you dizzy 


headache 


Eyes 
sight 
clear vision 


near 
far 


Ears 
he is deaf 


noise in the ears 
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relachez-vous (détendez-vous) 
détendez-vous plus 
ouvrez la bouche 

ouvrez les yeux 
respirez profondément 
respirez par la bouche 
retenez votre haleine 
poussez 
toussez 


rougeole 

fiévre scarlatine 

varicelle 

variole (la picote) 

pneumonie 

fievre typhoide 

enterite 

infection de Tlarbre respiratoire 
superieur 

oreillons 


un coup 

sans connaissance 

avez-vous perdu connaissance 
étes-vous étourdi 

mal de téte 


la vue 
bonne vue 
prés 

loin 


il est sourd 
des bruits dans les oreilles 
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(brand of methallenestri!) 


Schneeberg and his associates? gave Vallestril to 
198 patients with postpartum breast engorgement, 
pain and lactation. They reported: “The patients 


.. achieved over-all results . .. somewhat better 
than those in patients receiving 3 mg. of diethyl- 
stilbestrol. ... Untoward effects, even when large 
doses were used, were rare. The ‘slight bleeding’ 
recorded .. . was probably of no significance and 
was doubtless no more than would have occurred 
in these individuals without therapy.” 

Napp, Goldfarb and Massell® conducted a con- 
trolled study in which 207 postpartum patients 
received Vallestril, 213 patients were given di- 
ethylstilbestrol and 193 patients did not receive 
hormone therapy. “The stilbestrol treated group 
showed a significantly greater incidence both of 
interim bleeding and of hypermenorrhea than did 
the control or the Vallestril treated groups.” 

These authors concluded that “Vallestril is a 


avoids most withdrawal bleeding 


=—minimizes secondary breast 
symptoms and uterine subinvolution 


—“,.. Causes fewer gastrointestinal 
upsets’ than does diethylstilbestrol.” 


superior synthetic estrogen for the suppression 
of lactation. The low incidence of interim bleed- 
ing and of hypermenorrhea constitute a most 
important characteristic of the drug.” 

Only two 20-mg. tablets taken daily, for five 
days, suppress lactation and relieve engorgement 
and pain. Dosages for indications other than the 
suppression of lactation are given in Reference 
Manual No. 7. G. D. Searle & Co., Research in the 
Service of Medicine. 


JAMA, 161:1062 (uly 14) 1956. 

enteral Use of Methall il for the 

tion. A New Approach, West. J. Sony. 64272 (hope) 1958. 


SEARLE 
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FOR THE PREVENTION OF POSTPARTUM BREAST ENGORGEMENT, LACTATION AND PAIN 

1. Couneil on Drugs: New and Nonofficial Drugs 1958. 

Methallenestril, Philadelphia, J. B. Lippincott Company, 
1958, pp. 477-478. 

2. Schneeberg, N. G.; Perczek, L; Nodine, J. H., and 
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Nose 
coryza 


did you have a nosebleed 


Throat 
do you have 
frequent sore-throat 


Cardio-respiratory 


do you tire easily 
are you short of breath 
does your heart beat fast 


do your ankles swell 

do you have pain in the chest 
—sharp pain 
—dull pain 

when you breathe 

do you cough 

do you spit 

sputum 


bloody sputum 

have you lost weight 

does someone in your family 
have a cough 


Gastro-intestinal 

do you have a good appetite 
do you have a poor appetite 
are you nauseated 
were you nauseated 

do you vomit 

do you have diarrhea 

are you constipated 

did you have a B.M. today 


coryza 
avez-vous saigné du nez 


avez-vous souvent mal a la gorge 


vous fatiguez-vous facilement 
avez-vous la respiration courte 
est-ce que le coeur vous bébat 
avez-vous des battements de coeur 
est-ce que vos chevilles en flent 
avez-vous mal a la poitrine 
—une douleur vive 
—une douleur sourde 
quand vous respirez 
toussez-vous 
crachez-vous 
le crachat 
le crachat avec du sang 
avez-vous maigri 
y a-t-il quelqu’un qui tousse dans 
votre famille 


avez-vous bon appétit 

avez-vous mauvais appétit 
avez-vous des nausées 

avez-vous eu des nausées 
vomissez-vous 

avez-vous de la diarrhée 
étes-vous constipé 

étes-vous allé a la selle aujourd’hui 
les matiéres fécales (les selles) 


noires 
blanches 
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yellow 

brown 

bloody 

do you have cramps 
after meals 

before meals 

did you take a laxative 
did you take castor-oil 


Genito-urinary 


urine 

do you get up at night to 
urinate 

does it burn 

chills 


fever 


Obstetrics and Gynecology 


at what age did you begin to 
menstruate 

how many days do you flow 

do you have a discharge 

when was your last menstrual 
period 

are you pregnant 

do you have pain with your 
periods 

how many times have you 
been pregnant 

how many children have you 
had 

how much did the largest 
weigh at birth 

what was the duration of labor 
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jaunes 

brunes 

sanglantes (avec du sang) 

avez-vous des crampes 

aprés les repas 

avant les repas 

avez-vous pris un laxatif 

avez-vous pris de lhuile de ricin 
(castor) 


Purine 
vous levez-vous la nuit pour uriner 


est-ce que ca brile 
des frissons 
de la fievre 


a quel Age avez-vous eu votre 
premier menstruation 

écoulement dure combien de jours 

avez-vous des pertes blanches 

quel est la date de votre derniére 
menstruation 

etes-vous enceinte 

avez-vous des douleurs durant vos 
menstruations 

combien de fois 
enceinte 

combien d’enfants avez-vous eus 


avez-vous été 


quel était le poids du plus gros 


votre travail a duré combien de 
temps 


eur 
dans 
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Extremities 


do you have pain in the joints 


Pediatrics 


was there any trouble with the 
delivery 
how are the child’s stools 
constipated 
diarrhea 
how many in one day 
does the child eat well 
any vomiting 
does the child turn blue 
does the child seem tired 
does it hurt 
it won’t hurt 
it will be over in a minute 
do you want a piece of candy 
did you take the temperature 
what was the temperature 
what a big handsome boy 
what a beautiful girl 
baby 
good 


avez-vous des douleurs dans les 
jointures 


avez-vous eu des difficultés 4 
l’accouchement 
comment sont les selles de l'enfant 
constipées 
diarrhées 
combien (de selles) par jour 
l'enfant mange-t-il bien 
est-ce qu-il vomit 
l'enfant devient-il bleu 
l'enfant semble t-il fatigué 
est-ce que cela fait mal 
cela ne fera pas mal 
ce sera fini une minute 
voulez-vous un morceau de bonbon 
avez-vous pris sa température 
quelle était sa température 
quel beau gros garcon 
oh, la jolie petite fille 
bébé 


bien 
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Comparative Law 
and the 
Medical Witness 


George A. Friedman, M.D., LL.M. 


The role of the medical witness varies from one legal 
system to another. It can be shown that his function 


within a particular system is the result of social, 
political, economic and other factors. 


A legal institution can be fully 
comprehended only in the light of 
social, economic, religious, political, 
racial and climatic circumstances 
which surround it. 

Comparative law is more than a 
comparison of rules of one jurisdic- 
tion or of one system on any given 
point with those of another; legal 
precepts cannot be compared outside 
their social and historical setting. 

It is not the function of compara- 
tive law to furnish ready made rules 
of one system to be embodied in an- 
other. Rather, the examination of 
other systems may furnish an im- 
pressive mass of raw materials for 
creative law making. This study can 
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furnish the mirror in which to see 
a new aspect of ourselves." 

Savigny defined law “as the total- 
ity of life seen from a specific view- 
point.” Let us examine the law as 
seen from the vantage point of the 
medical witness. 


Western Europe 

The Bible refers to the earliest 
needs for the use of medical ap- 
praisal. In Exodus? the signs of 
virginity are mentioned as are crimes 
against nature in Leviticus.* Deu- 
teronomy says expressly, “While it 
is difficult to discern between blood 
and blood, between one cause and 
another cause, between one leper 
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How a new principle 


creates 


longer-acting 


appetite control 


No. 1 in a descriptive series on-Abbolt specialties 
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Per 
pes 


Where does one begin, in controlling an obese patient’s 
appetite? 

A sympathomimetic amine like Abbott’s DESOxYN has 
long provided a useful starting point. Taken before 
mealtime, DESOXYN curbs the patient’s appetite, 
presumably by acting on the higher centers of the central 
nervous system. At the same time its central stimulant effect 
boosts his morale, a help in changing his mealtime habits. 

But mealtime intake is only part of the typical patient’s 
overeating problem. His urge to nibble between meals can 
be equally crucial. There is need for a drug that gives 
all-day appetite control, that provides a sustained level of 
anorexia with just one dose—or two at most. 

Various ingenious methods for longer drug action have 
already been offered to the medical profession. Some have 
gained considerable acceptance. But the human alimentary 
system is not as cooperative as the doctor would like. 

It is too variable. Long-acting capsules and tablets have 
a hard time of it, because their environment keeps changing 
as they move from point to point through the g.i. tract. 

Thus, the typical long-acting dosage form is affected by 
fluctuating degrees of pH, which may make its own action 
fluctuate accordingly. 

It is affected by varying degrees of g.i. motility, which 
may transport it too fast or slow, or may wear away its 
coatings at varying rates. 

It is affected by differing concentrations and types of 
enzyme activity, which may cause its own activity to differ. 

Abbott researchers chose to by-pass these problems. They 
have evolved a long-acting dosage form that works independent 
of the digestive functions. It is called the GRADUMET. 

In structure, the GRADUMET is rather like the sponge 
pictured here. It is made of plastic, and honeycombed with 
interconnecting holes. DESOXYN impregnates the holes. 

The GRADUMET passes through the g.i. tract, slowly emitting 
its DESOXYN content by a steady leaching action— 
independent of any variation in motility, pH, or enzyme 
environment. The exhausted GRADUMET is then excreted. 

The usual result: all-day anoretic-euphoriant effect from 
a single dose. (= ) 

Perhaps you’d like to talk to your 


local Abbott man about this interesting Gradua 


new development, next time you see him. 
y DESOXYN’ 
HYDROCHLORIDE 
Obbott Long-Release Dose ‘Form, Abbott) 
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and another address yourselves to 
the priests, consult with them and 
you will discover the truth.” 

The period extending from the 
earliest times to the fall of Charle- 
magne in 800 A.D. was a period 
characterized by the perfection of 
the law as compared to the insuffi- 
ciency of medicine. Medicine as a 
profession . . . was it not exercised 
in Rome by strangers and slaves? 

Gregory IX in 1234 published a 
list of those medico-legal problems 
that needed the advice of physicians. 
By 1532 La Caroline, the first code 
of criminal procedure, was estab- 
lished under Charles V outlining the 
specific need for physicians in cer- 
tain medico-legal questions. 

The study of anatomy (Vesalius, 
Eustachius, Fallopius, Sylvius) at 
this time was making great head- 
way and Ambroise Paré instructed 
young surgeons to furnish good re- 
ports when called in legal cases. 


France 


Under the French system there is 
no trial by jury in civil cases. The 
court draws up a panel of medical 
experts every year after consultation 
with the medical organizations of 
the district. Specific requisites of 
capacity are laid down by law. 

Inscription on this panel gives the 
expert a certain standing during the 
legal procedure. The fact that he 
owes his appointment to the court 
itself and not to the litigants is an 
advantage to him. 

French lawyers and_ physicians 
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are in agreement that it is unedify- 
ing that two sets of experts should 
propound, on behalf of their parties, 
diametrically opposed opinions on 
scientific issues. Any question which 
can be resolved without special pro- 
fessional knowledge and experience 
is always referred by the court to 
a scientist or professional man who 
then furnishes an official expert re- 
port which is in written form. 

Thus in a French proceeding only 
one expert is as a rule appointed to 
act. The question on which he is to 
report must, moreover, be precisely 
indicated from the outset. Further, 
the medical witness may refer only 
to purely medical matters. 

The first part of the report is a 
statement of any investigations that 
the expert carried out. The second 
recites the conclusions he drew 
from his exposition of the facts. 


Detached position 

The hypothetical question 1s 
avoided. The law enables medical 
experts to speak in terms which in- 
clude inferences, deductions and con- 
clusions as well as the data upon 
which they are based. 

The French expert does not assure 
the court that he will speak “the 
truth, the whole truth, nothing but 
the truth.” This formula at best is 
unsatisfactory because the expert 
most often may be able to give only 
an approximate opinion. Here then 
the expert merely promises to give 
his opinion according to his best 
honor and conscience. 
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The written report must be com- 
municated, or at least be open to 
both parties before the hearing. 
When the expert is called upon to 
introduce his report personally at 
the hearing great care is taken not 
to press him too hard for definite 
and unqualified replies. 

These safeguards help to sustain 
for medical experts a considerable 
reputation in the courts. Such is their 
professional standing and detached 
position that judges are most re- 
luctant to over-ride their considered 
opinions. 

In this system the expert is abso- 
lute master of his testimony. The 
defense is at a great disadvantage in 
exercising any control over the off- 
cial expert who is placed in a posi- 
tion which favors partiality. 


Germany, Austria‘ 


Historically, chairs of legal medi- 
cine were created in Germany at the 
end of the 17th century or more than 
100 years before those in France, 
England and Italy. While in Ger- 
many legal medicine assumed greater 
and greater importance, in France 
and England there was a hiatus. 

The first Institute of Legal Medi- 
cine was founded in Vienna in 1804. 
In addition to medico-legal activities 
these institutes provide: 

© expert assistance to judicial and 
administrative authorities on medico- 
legal matters 

® autopsies in homicides and sus- 
pected death 

® help to the police whenever 
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scientific methods must be used in 
criminal investigations 

® toxicological investigations in 
suspected poisonings, identification 
of fire-arms, examination of victims 
of sexual crimes, of blood and semi- 
nal stains 

Expert opinion of institute per- 
sonnel is eagerly sought in matters 
pertaining to the civil as well as the 
criminal law. They are called to de- 
termine the cause of accidents, na- 
ture of injuries, parentage of bastard 
children. 

The directors and their assistants 
of these institutes are the official 
experts of the courts. In Germany 
the permanent consultants to the 
courts are known as Gerichtartze. 
Here, however, an expert who is ap- 
pointed by a judge may be chal- 
lenged by the parties on the same 
grounds that a judge may be chal- 
lenged (intent, enmity, relationship). 

In most cases it is within the 
court’s discretion as to whether an 
expert will be used. The judge will 
name an expert “whenever investi- 
gations are necessary which demand 
a special knowledge of particular 
sciences or arts.” 


No control 

The defendant in the French and 
German system has no control over 
the court-appointed expert. He may 
choose his own expert to assist him 
in the preparation of the defense. 
This expert will not have an oppor- 
tunity to make an independent ex- 
amination of the persons or things 
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which are the subject of the “ex- 
pertise.” 

The defendant’s expert will be 
limited to the criticism of the writ- 
ten report of the official expert. He 
may then submit a report embodying 
his criticisms and opinions which 
will then be added to the dos- 
sier of the case. However, since this 
report is considered a partisan docu- 
ment it will not carry the same 
weight as will the report of the offi- 
cial expert. 

At the trial in French and German 
courts the official expert testifies 
orally, the written report which he 
made earlier serving as the basis 
for his examination. He may be 
placed under cross examination by 
defense counsel who may also call 
his own experts to contradict the 
official expert. 

In these procedures the presiding 
judge examines the experts originally 
and not the prosecuting or defense 
counsel. Only when the judge com- 
pletes the examination may supple- 
mentary questions be put. 


Italy 

The word “trial” does not exist in 
the Italian Code.? A case proceeds 
toward completion through a series 
of hearings spread out over a period 
of time. 

First to be determined is whether 
reparations are due. If they are, then 
the next question is the amount. The 
widest of powers are granted to the 
judges in the direction of the litiga- 
tion since they evaluate evidence 
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with the broadest of discretion. 
Italian experts do not testify 
orally. Rather, their written reports 
are read. An expert may be called 
upon to elucidate orally some parts 
of his written report. In this way is 
the “battle of the experts” avoided. 
A defense expert is considered a 
mere technical assistant to the de- 
fense and anything he contributes 
may be brought out by argument of 
counsel at the end of the trial. 
Italian law feels that certainty can 
be obtained if only one positive op- 
inion is permitted. Also, the long 
series of hearings spread out over 
a period of time make the “surprise” 
witness unheard of in Italy. 


Critique 

Inquisitorial is the procedure in 
France, Germany and Italy. This is 
in contrast to our accusatory method. 
The preliminary judicial inquiry is 
conducted by a magistrate. At the 
trial the actual conduct of the case 
is by the presiding judge who does 
most of the questioning. The expert 
witness appears fundamentally as an 
auxiliary to the investigating magis- 
trate or to the trial judge. 

The existence of an official list of 
experts does not necessarily insure 
competency. Inscription on the list 
carries standing and prestige in the 
medical profession. In France, at 
least, political and other extra-legal 
influences which have nothing to do 
with merit are used to obtain in- 
scription on the list. 

Further, the defense expert is 
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relegated to a secondary role. The 
opinion of the official expert since it 
is supposed to emanate from an im- 
partial source is all important. Al- 
though the judge is free to make in- 
dependent evaluation of the experts’ 
findings, he is usually incapable of 
doing so because of lack of technical 
training. The report of the official 
expert is usually conclusive even 
though lacking in proper super- 
vision. 


Anglo-American system‘ 

The essential difference between 
the American and the Western Euro- 
pean approach lies chiefly in the 
institution of trial by jury of civil 
suits in the United States. An Amer- 
ican lawsuit revolves around a trial 
which is conceived as a jury trial, 
a highly concentrated affair since the 
evidence must be heard by the same 
jury in the shortest period of time. 

The leading role in the conduct of 
the litigation is played by the parties 
rather than by the judge. The func- 
tion of a witness is not so much to 
establish the truth as to support the 
allegations of the party who offered 
his testimony.® 

Broad reliance is placed upon oral 
evidence. To the European this con- 
centration and orality seems a gam- 
ble. Further, cross-examination is 
the logical and necessary feature of 
the American legal system. 

‘The earliest forms of common law 
justice were administered essentially 
by means of mechanical tests. There 
were: 


© Compurganon or law wager, 
The defendant denied the claim on 
oath administered in a set form. If 
he succeeded in obtaining a certain 
number of persons or compurgators# 
to back the demands with oaths he 
would win. 

@ Trial by battle. Victory would be 
obtained not only by physical force 
but by intervention of Providence 
into the side of right. 

e Trial by ordeal. This was a 
process of proof designed for the in- 
tervention of some sign or miracle 
which would determine the question 
at issue between the parties. 

It was a great step forward when 
these mechanical forms gave way to 
trial by jury. New adjudications be 
came the product of the reasoning 
process of ‘a group of rational men 
who now acted upon information 
which was placed before it. Early 
juries were bodies of neighbors al- 
ready acquainted with the facts 
which were easily capable of dis 
covery. 

These jurors partook of the char- 
acter of witnesses as much as of 
judges. There was no settled prac- 
tice of adducing information by 
means of sworn testimony of the 
witness. How a jury came by its 
knowledge was not originally a mat- 
ter with which the law concerned it 
self. 


Clearer distinction 

The 16th century saw the distinc 
tion between witness and juror be 
come clearer. It was by an Act of 
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Zactirin 


Ethoheptazine Citrate with Acetylsalicylic Aci 


Supplied in distinctive, 
2-layer yellow-and-green 


tablets, bottles of 48. Each I 
tablet contains 75 mg. © n 
ethoheptazine citrate and a ch 
325 mg. (5 grains) of 


acetylsalicylic acid. 
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1562 in England that there was pro- 
jided for the first time a process 
o compel witnesses to attend and 
estify in the courts. 

Early jurors were expected to 
make their own inquiries. Then 
when the jury as a rational body 
began to function as an integral 
part of the judicial system there 
arose from time to time occasions 
when the court had to have knowl- 
edge or information of a special or 
particular sort. 

The methods for obtaining the re- 
quisite specialized knowledge were 
two. One was to impanel a jury of 
persons specially qualified to pass 
judgment in a particular case. This 
was really a jury of experts. The 
second was for the court to sum- 
mon skilled persons to inform it 
about those matters which were be- 
yond its knowledge. 

It was only during Elizabeth’s 
reign in 1562 when legislation was 
enacted to provide for compelling 
witnesses to appear that proof by 
witnesses in open court, the modern 
method, became the ordinary ac- 
companiment of jury trial. By the 
middle of the 17th century the role 
of juror had become clearly distinct 
from that of witness. 

The expert witness developed only 
when proof of facts by witnesses 
rather than personal knowledge of 
the tribunal became the accepted 
procedure. 

In 1619, a physician testified that 
a child born January 5, 1611, might 
be the daughter of a man who died 
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280 days previously. The court held 
“that it might be well as physicians 
had affirmed that said Elizabeth who 


“was born 40 weeks and more after 


death of said Edmund Andrews, 
might well be his daughter.’ 

In 1665, Sir Thomas Browne, most 
distinguished physician of his time 
and author of Religio Medici, testi- 
fied as to his belief in witches. 

The court said: “There was Dr. 
Browne of Norwich, a person of 
great knowledge, who after his evi- 
dence given and upon view of three 
persons in court was descried to give 
his opinion and what he did conceive 
of them. He was clearly of the opin- 
ion that these persons were be- 
witched.” 

It was not until the 1678 case of 


Rex v. Pembroke that experts for 
both sides appeared. This was a case 
of murder and the question to be 


resolved was whether a _ person 
could die of wounds without fever. 

The whole law of evidence was 
shaped largely by the development 
of trial by jury. There came about 
the exclusionary rules which deter- 
mined competency and admissibility 
of evidence. 

An ordinary witness testifying to 
his experience in regard to matters 
at issue should testify to facts ob- 
served and not as to his opinion or 
inferences therefrom. Only when the 
witness has some special skill which 
would aid him at arriving at a con- 
clusion is he permitted to express 
an opinion. 

By 1782' it was established that 
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an expert could give an opinion 
which is the modern rule. The opin- 
ion rule is one of exclusion which 
limits the ordinary witness to state- 
ments of reasonable fact. The great 
exception to the exclusionary opinion 
tule applies to expert witnesses who 
are permitted to give an opinion. 


To provide the court with the 
necessary information, the law per- 
mits specialists qualified as experts 
not only to testify as to the facts 
under consideration but also to of- 
fer opinions on hypothetical ques- 
tions. 

In the Tuckerman will contest in 
Boston, counsel in the course of 
probing mental competency of the 
testator addressed witness, a psy- 
chiatrist, with a hypothetical ques- 
tion which was 20,000 words long 
and required three hours for read- 
ing. The witness answered, “I don’t 

The American system is essen- 
tially partisan, adversary and con- 
tentious; always a battle of theory 
and fact. The battle of the experts 
has aroused cynical skepticism otf 
the public as to the integrity of both 
the medical and the legal profes- 
sions. Yet, conflicts between experts 
relate in most cases to their opin- 
ions, which under this system is in- 
evitable. 

Other factors surrounding modern 
litigation has been the extension of 
liability? which now includes emo- 
tional, psychic and pre-natal injury. 
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Most juries are plaintiff - minded 
since they are primarily concerned 
with the security of the individual. 

The average juror feels that eco- 
nomic loss should be distributed 
over wide groups rather than to have 
misery imposed upon the injured in- 
dividual. This modern social justice 
lends itself to all kinds of testimony. 

Now nine out of ten human inci- 
dents with medico-legal implications 
are resolved by the settlement pro- 
cedure and not the trial procedure. 
The Supreme Court calendar in 
some of the New York courts has 
been as much as four years behind. 

At first plantiff’s lawyers thought 
they might fare better with a jury 
than with a judge. Then when jury 
trial became a bottle-neck it was 
sought by defendants because it 
meant delay, which was an ad- 
vantage inducing settlement on more 
favorable terms. 
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Medical Ethics 
and Etiquette 


Perrin H. Long, M.D. 


This ethic has to do with the pa- 
tient’s right to privacy and to both 
the patient’s and physician’s posi- 
tion relative to what are called “pro- 
fessional secrecy” and “confidential 
communication.” 

It should be obvious to all physi- 
cians that a satisfactory patient doc- 
tor relationship can be based only 
on utter frankness of communication 
by the patient, and on patience, deli- 
cacy, tact, and great discretion on 
the part of the doctor, in respect to 
his relations with the patient. 

The physician must understand 
that the patient has a legal and 
moral right to be “left alone” and 
not be subjected to damaging pub- 
licity, exposure, or humiliation. 
This means that the patient has a 
right to have all information relat- 
ing to his condition kept secret. In 
certain instances this is primarily 
a moral or ethical, rather than a 
legal right. For example, if you 
treat a patient for a “cold,” and 
tell his friends that he has a “cold,” 
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Ninth of a Seri 


Section 9. "A physician may not 
reveal the confidence entrusted to him 
in the course of medical attendance, 
or the deficiencies he may observe 
in the character of patients 

unless he is 

required to do so by law, 

or unless it becomes necessary 

to protect the welfare 

of the individual 

or of the community."* 


simply because you are a gossip, this 
is not actionable, but rather a viola- 
tion of a professional ethic. You 
have violated no statute because your 
statement has not damaged the repu- 
tation of your patient. 
Furthermore, when a patient per 
mits of an examination, test, opera 
tion, or other medical procedures, 
he does not expect to come under 
the scrutiny of nonmedical’ people, 
nor of médical personnel who are 
not essential to the carrying out of 
the medical procedure. This particu 
lar lawful right of the patient is 
not generally known to physicians 
In the same vein, pictures may 
not be taken of, or used, without the 


*Principles of Medical Ethics. J.A.M.A. 
164:1484 (July 27), 1957. 
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express or implied consent of the 
patient, nor may a doctor or a hos- 
pital release any information rela- 
tive to a patient’s illness (or lack 
of illness) without a like consent. 
Finally, physicians must understand, 
(and I would judge from court de- 
cision, all paramedical personnel as 
well), that the patient, in addition 
to having his right of privacy re- 
spected by them, has the lawful right 
to receive at all times decent and 
respectful treatment from all who 
attend him. 


Breach of ethics 

Professional secrecy, as a tradi- 
tion, is as old as is the practice 
of medicine, and reference to it 
should occur in all versions of the 
Hippocratic Oath. The respect for 


the patient’s confidences must be 
absolute, except when statutes de- 
lineate the physician’s conduct under 
given conditions. A breach of ethics 
occurs when a physician releases 
confidential information without the 
express and written consent of the 
patient. In the past, in certain states 
such a breach of ethics has resulted 
in the revocation of the physician’s 
license to practice. 


Privileged 

Confidential communications be- 
tween a patient and his doctor have 
the legal status of privileged com- 
munication in a number of states: 
Arizona, Arkansas, California, Colo- 
rado, District of Columbia, Idaho, 
Indiana, Iowa, Kansas, Michigan, 
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PREAMBLE 
“These principles are in- 
tended to aid physicians in- 
dividually and collectively 
in maintaining a high level 
of ethical conduct. They 
are not laws, but standards 
by which a physician may 
determine the propriety of 
his conduct in his relation- 
ship with patients, with col- 
leagues, with members of 
allied professions, and with 
the public.” 


Minnesota, Mississippi, Missouri, 
Montana, Nebraska, Nevada, New 
Mexico, New York, North Dakota. 
Ohio, Oklahoma, Oregon, South 
Dakota, Utah, Washington, Wiscon- 
sin, and Wyoming. In Louisiana it 
applies only in criminal cases, in 
Pennsylvania only if it tends to de- 
stroy the patient’s character, in West 
Virginia in Justice Court only, and 
in North Carolina, if the proper 
administration of justice requires it. 
the presiding judge of the Superior 
Court has the legal authority to or- 
der a physician to divulge the con- 
tents of a confidential communica- 
tion. 

Physicians and others should re- 
member that the doctrine of “privi- 
leged communication” extends to 
hospital records, insofar as such rec- 
ords disclose what the physician has 
learned during his examination. 
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However, when a physician is em- 
ployed by an adverse party such 
as an insurance company, to ex- 
amine a claimant, without the im 
tention of this examination leading 
‘to treatment, the information is not 
confidential or privileged. For privi- 
lege to apply to an examining or 
testing procedure, there must be 
the intention of using any informa- 
tion obtained to aid in treatment; 
if a third party is present for the 
purpose of aiding in the medical 
procedure or providing a means of 
communication between patient and 
doctor, the doctrine of “privileged 
communication” holds. However, 
when a third party is present under 
any other conditions, the communi- 
cation cannot be considered to be 
privileged or confidential. 


Waiver 


I wonder how many doctors real- 
ize that the “privilege” of com- 
munication legally belongs to the 
patients; they alone may waive it. 


The physician can’t. Any liability 
suit brought by a patient against a 
doctor automatically produces a 
waiver of the right to privileged 
communication. 

Also, if a patient testifies to a 
communication, or calls a physician 
to the witness stand, the privilege 
of communication is waived. It must 
he understood that “privileged com- 
munication” is a limited right of the 
exclusion of evidence in a judicial 
er administrative hearing. Legally, 
morally, and ethically, its violation 
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represents a breach of the patient’s 
privacy. 

However, physicians are supposed 
to report the causes of death in every 
instance of death, and physicians re- 
port the occurrence of certain com- - 
municable and contagious diseases, 
of certain industrial diseases, and 
of certain injuries, as required by 
law. This is done because the law 
is designed to protect the community 
and at times the patient himself. 
But doctors should avoid acting as 
officers of the law, and should only 
report those things which law or 
ordinance very specifically state 
that they must report. Among these, 
other than various types of disease, 
are certain types of wounds, at- 
tempts at changing the identity of 
an individual by surgical procedures, 
rape, or attempted rape, and evi- 
dence of criminal abortion when 
you can without question substanti- 
ate your report and the law requires 
it. 

Protect patient 


Certain illegal acts, such as at- 
tempts at suicide, ethically are not 
a physicians duty to report, unless 
the safety of his patient is in ques- 
tion. Even when the doctor is in 
the witness box, the protection of his 
patient’s confidence must be a para- 
mount consideration in his mind. He 
may claim the protection of the 
court on the basis of a “privileged 
communication” when examined or 
cross-examined but he must remem- 
ber that the ruling of the judge on 
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this point is final, and if ordered to 
do so he either answers the ques- 
tions, or is in contempt of court, 
and he may end up in jail. 

As has been pointed out, state 
laws vary relative to “privileged 
communications,” the reporting of 
injuries and illnesses, etc.; a doc- 
tor should always know the law of 
his state relative to these matters 
and should refresh his mind on them 
before he takes the witness stand. 

A doctor may be importuned by 
relatives, prospective bridegrooms 
and brides, employers, and others, 
to divulge medical information 
about his patient. It may be an in- 
surance company seeking informa- 
tion so that it may indemnify the 
patient. In all instances, however, 
the doctor must never give out in- 
formation to anyone unless he has 
the written consent of the patient, 
or an order of a court of law to 
do so. 

These injunctions do not mean 
that one should refuse to give a 
prognosis to the next of kin. He 
must also remember that a patient’s 
records are closed to all but the doc- 
tor and the patient. 


Records 


It should be emphasized again 
that hospitals, as well as individual 
practicing physicians, should be con- 
cerned with professional secrecy and 
should take the steps necessary to 
protect patient’s records. 

Here again, no one not profes- 
sionally concerned with the patient’s 


record should be permitted access 
to that record without the written 
consent of the patient, or on the 
order of a court of law. 

It is to be remembered that a 
patient may “close” his record to 
all who seek information. When a 
patient does this (and he should do 
it in writing) then it takes his revo- 
cation or a court order to “open” 
the record. Of course there is one 
well known exception to all of these 
rules (except when a record is 
closed by written order of the pa- 
tient) which is that a hospital’s case 
records should be made easily avail- 
able to members of its staff for the 
purpose of correlating findings in 
such records for the advancement 
of medical science. As this is a 
known exception, and the use of rec- 
ords for this purpose is accepted, 
further discussion of this point is 
not necessary. 


Patient’s written request 


There are several things which a 
doctor should remember about the 
dissemination of records or material 
from records of patients. A request 
in writing by a patient that her rec- 
ord should be sent to another phy- 
sician is always honored instantly. 
This is based on the principle that 
the patient’s interest in this pro- 
cedure is paramount. However, as 
a physician, I might say under cer- 
tain circumstances that I would not 
accede to the request of another phy- 
sician for information about a pa- 
tient of mine, unless his request was 
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WHY RISK DELAYED RECOVERY 
FROM 


HOSPITAL STAPH 


INFECTIONS? 


“Hospital staphylococcus,” a frequent cause of antibiotic- 
resistant septicemia, enteritis and other serious infections, is 
most often sensitive to CATHOMYCIN (novobiocin). For the 
patient with an infection resistant to routine antibiotic therapy, 
CATHOMYCIN constitutes the first line of defense—it has an 
established record* of effectiveness. 

CATHOMYCIN may be administered alone or in combination 
with other antibiotics in full dosage. In combination, it affords 
protection against the emergence of resistant strains. 

Rapidly absorbed, CATHOMYCIN quickly produces high, thera- 
peutic blood levels which are maintained for 12 hours or longer. 
It is generally well tolerated and does not destroy beneficial 
intestinal flora. There is no evidence of cross-resistance with 
other antibiotics. 


for staphylococcic septicemia, enteritis, postoperative wound NOVOBIOCIN 
infections and other serious staph infections. 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or 
CATHOMYCIN Calcium Syrup 4 teaspoonfuls b.i.d. Children: 
(up to 12 years) 2 to 8 teaspoonfuls daily in divided doses 
based on 10 mg. CATHOMYCIN per Ib. of body weight per day. 
SUPPLIED: Capsules sodium novobiocin, each containing the 
equivalent of 250 mg. of novobiocin—vials of 16 and 100—and 
as an orange-flavored syrup (aqueous suspension), in bottles 
of 60 cc. and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup 
contains 125 mg. (2.5%) novobiocin, as calcium novobiocin. 
*Complete bibliography available on request. 
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accompanied by a request in writing 
by the patient that such information 
be transmitted to the physician. 

Then there is the question as to 
whether a physician should give a 
patient a copy of his medical case 
record. Concerning this point, there 
has been debate. The stand has 
been taken that a medical record 
represents the notes of the doctor, 
and that they are personal, informal, 
technical, medical, and I might add 
at times too opinionated, and hence 
not for the patient. It has been said 
(Judicial Council, A.M.A., 1956) 
that “the patient is entitled to know 
the nature of the illness and the 
general course . . . of therapy em- 
ployed by his physician,” but that 
“The Judicial Council does not be- 
lieve that Chapter II, Section 3, 
(1955 edition of the Principles) in- 
tends or requires that a physician 
give a copy of his records to his 
patient.” 

I am not altogether in agreement 
with this point of view because I 
believe that in this day and age 
when obviously, if I may use the old 
cliché, “he who pays the piper calls 
the tune,” that when an individual 
has paid for a service he is then en- 
titled to a full accounting of the 
service which has been rendered to 
him. In my book, to think other- 
wise, weuld be completely hedo- 
nistic. My recommendation would 
be to have the patient make his re- 
quest in writing and then give him 
a well formulated record of your 
services to him. 
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Of course in the instance of an 
emotionally disturbed patient, prob- 
ably a partial formulation would 
suffice (after all, that’s all a phy- 
sician gets from a psychiatrist). 


Telling the patient 

The question of what the patient 
should be told relative to his illness 
is one frequently in dispute. The 
net result of not informing patients 
relative to their illnesses is their 
frequent remark, “My doctor didn’t 
tell me anything except that there 
was something wrong with my gall 
bladder.” 

It is my belief that the great ma- 
jority of patients should and can be 
told the truth (when it is known), 
but that in some instances, kindness 
to the patient must take precedence 
over your desire to tell all. 

This question generally arises 
when one is faced with incurable or 
fatal diseases. Of course, the doc 
tor’s action must be based on his 
estimate of the patient’s personality, 
religious outlook, and his personal 
business, public, and financial re- 
sponsibilities. When a patient has 
responsibilities which he must dis- 
charge and affairs which he must 
arrange, it is unwise to delay the 
truth too long. What one does, ob- 
viously calls for judgment, and phy- 
sicians must be allowed latitude in 
making decisions on this point. 

One can be guided generally by 
the patient’s response. Some pa 
tients never seek the truth. Most. 
however, ask for it, and if they insist 
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on an answer, an honest one must 
be given. However, in certain in- 
stances it is better for the patient 
not to know all about what is wrong, 
unless there is an over-riding rea- 
son why he should know this. 


Degree and manner 


When the physician is discussing 
a patient’s illness with next of kin, 
or responsible friends, he should 
neither exaggerate nor minimize 
the seriousness of the illness. He 
should see to it that these individ- 
uals are informed in a manner, and 
to a degree, which is in the best 
interests of the patient, and his 
family, or friends. There are times 
when even with so near a kin as a 
husband, the doctor must be cau- 
tious relative to what he says about 
his patient. Recently, in the New 
Zealand Supreme Court, the plain- 
tiff in an action was awarded dam- 
ages of 250 pounds against a physi- 
cian. The circumstances were as 
follows: The plaintiff (a woman) 
was a patient of the defendant. She 
testified “that the doctor gave her 
husband a report saying that ‘she 
showed signs of paranoia.’ She knew 
nothing of this report until it was 
produced in court, when she insti- 


tuted separation proceedings, on the 
grounds of cruelty, against her hus- 
band. These were unsuccessful. 
Damages were sought on the ground 
that the doctor should not have re- 
ported to her husband on what was 
a confidential matter between herself 
and the doctor.”* 

This is a very interesting decision 
and indicates the trend of thinking 
on the part of a jury towards the 
invasion of the patient’s right to 
privacy. With such a decision re- 
corded, it would seem to be sage 
advice for physicians to observe to 
the letter (when legal compulsion 
to do otherwise does not exist) that 
part of the Hippocratic Oath which 
reads, “Whatever, in connection 
with my professional practice, or not 
in connection with it, I see or hear 
in the life of men, which ought not 
to be spoken of abroad, I will not 
divulge, as reckoning that all such 
should be kept secret.” 


1. Med. J. Australia, P. 47, January 11, 
1958 


2. In the pempenation of this comment I 


am deeply indebted to Chief Judge of the 
Baltimore Supreme Court, Emory H. Niles 
and Mr. Joseph Stetler of the American 
Medical Association for counsel and advice. 
Also, I wish to acknowled the material 
provided me by the Legal partment and 
the Judicial Council of the American 
Medical Association. 
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This month’s panel 


Dr. Lowe: After graduating from an eastern medical school, he 
took one yeer of residency in pediatrics at a west coast hospital. He 
is now im his second year of residency in pediatrics ata large volun- 
tary hospital in the midwest. 


Or. Kerr: A graduate of a midwestern medical school, he divided - 
. his residency in internal medicine between a municipal and voluntary 
hospital. He is presently practicing internal medicine and cardiology 
in a northeastern city. 


Dr. Brooks: Graduating eden am enttern medical school last year, 
he is completing his internship at a large voluntary hospital. 


Dr. Weller: A graduate of a European medical school, he took his 
internship and three years of surgical residency in a large municipal 
hospital in the east. 
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Do residents dare go where attendings fear to tread? 
Is the age of the superspecialist upon us? 


Are the specialists of today being ‘‘out-specialized’’ 
— and outmoded? 


MODERATOR: Gentlemen, along with the emphasis on 
specialty training in hospitals and teaching institutions, the 
last few years have witnessed another development. That is, 
the development of subspecialties. How does subspecialty train- 
ing and practice affect intern and resident programs? How 
does it affect the patient? Let’s start off with you Dr. Brooks. 


I understand you’re completing your first year of internship 
now. 
| 


DR. BROOKS: Yes, I am completing my first year of intern- 
ship now. In fact, I will be finished in about six weeks. I’m 
interning in a large general teaching hospital—about 1200 
beds. We have various subspecialties in our hospital and sub- 
specialties have wards. For example, under the department 
of medicine we have endocrinology wards, cardiac wards and 
gastroenterology wards. In surgery we have our regular male 
and female surgery but we also have the various subspecialties 
of neurosurgery, ear nose and throat surgery, orthopedic sur- 
gery, in fact, orthopedic surgery is distinguished from fracture 
surgery. 


MODERATOR: What effect has this had on your internship? 


DR. BROOKS: This has been very bad for me as an intern. 
This is what 1 mean exactly. In my hospital, our 12 months 
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internship is broken up into three months on medicine, three 
months surgery, one month of obstetrics, one month pediatrics, 
one month of emergency room and ambulance, one month of 
what is called anesthesia and laboratories, that is, covering the 
blood bank, one month gynecology, and one month in which 
we're entitled to a two-week vacation and two weeks of 
pathology, that is, doing autopsies so we get some autopsy 
experience. This varies for the individual. We have about 
42 interns. Some will get four months of medicine and perhaps 
the anesthesia or blood bank portion will suffer; some will 
get four months of surgery, and so on. But there is not very 
much individual selectivity because, as you can understand, 
forty to fifty doctors with each trying to fix an individual 
program for himself would turn the hospital into turmoil. 
So, while a limited amount of trading was permitted after the 
program was set, we didn’t have too much freedom. 

Now, speaking for myself, my internship has suffered tre- 
mendously because of subspecialty programs. 


MODERATOR: Can you be specific, Dr. Brooks? 


DR. BROOKS: Yes, I can be very specific. I had three months 
of medicine and this is what happened. I started on the med- 
ical service in my first month of internship and I was thrown 
immediately on the endocrinology ward and there I was the 
first day out of medical school with a ward of 28 patients, 
and if I remember, out of these, 18 were diabetics. I had to 
do urines three times a day on the diabetics. By the time I 
turned my head around, the month was over. I didn’t learn 
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too much about anything else but diabetes and its complications 
—and while that was good, how much do I need? 


MODERATOR: And the second month? 


DR. BROOKS: The second month I went on chest medicine. 
My month there was composed primarily of experience in 


tuberculosis. Again, I learned something about tuberculosis 
but I don’t know how much value an entire month of tubercu- 
losis is going to be when I get out in practice. I left medicine 
then and started my surgical training but I did have one month 
of medicine again later on. And my third month of medicine 
was acute female medicine. Acute female medicine was really 
what I expected during my internship. By that I mean, we had 
a hodge podge of cases anywhere from Hodgkin’s Disease 
to acute lobar pneumonia. This was really one month of gen- 
eral medicine. I won’t have any more medicine during my 
internship. Consequently in my one year of internship I’ve 
had plenty of diabetes, and tuberculosis, but I’ve only had one 
month of medicine and even in that month, our blood diseases 
such as leukemia and even Hodgkin’s Disease, and a few 
others that can be classified as blood disease, came under the 
jurisdiction of the hematology residents and fellows. All I 
did in these cases was act as a crude boy. 


MODERATOR: Can you give us your experience in other 
fields? 
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DR. BROOKS: Well, I didn’t miss out too much in other fields. 
I had two out of my three months of surgery on acute male 
surgery and acute female surgery and in these fields I had 
real surgical experience, as much as they would allow me as 
an intern. In my third month of surgery I had neurosurgery. 
This was of little value—all I did for the whole month on 
neurosurgery was take blood pressures and hold retractors as 
sixth assistant. I don’t expect to be a neurosurgeon; I have 
no interest in neurosurgery except in diagnosis possibly, and 
I feel this month was almost completely wasted. My two 
months of general surgery was good but then again, because 
there are such items as ear, nose and throat subdivisions, I 
never saw a tonsillectomy in my entire year of internship. Not 
only did I never do one, I didn’t have the experience of taking 
care of one postop. 


MODERATOR: What about your friends? Did they have 


similar experiences? 


DR. BROOKS: Yes, my friends also had different sad experi- 
ences. Some of them went through without ever seeing a 
fracture, others went through without ever seeing an acute 
case of pneumonia, others went through without seeing a case 
of a bleeding peptic ulcer because they never got to rotate 
on the gastroenterology ward. Some of us, of course, were 
lucky and managed to get it. But our training was severely 
handicapped because of the subspecialties. 


MODERATOR: Well, let’s move to you Dr. Weller. You’re in 
a residency now. What field or specialty? 

DR. WELLER: I’m in general surgery and my ambition is to 
become a general surgeon. 


MODERATOR: Are you in a large hospital? 


DR. WELLER: Yes, I’m in an 1800 bed municipal institution 
and we have subspecialties all over the place. In my own 
division we have a department of neurosurgery, orthopedic 
surgery, general surgery. We now have a new section which 
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they have recently set up in pediatric surgery. Of course, we 
have ear, nose and throat surgery, we fight with the gynecolo- 
gists about female abdominal surgery and we have urological 
surgeons. 


MODERATOR: Well, how do these subdivisions affect you? 


DR. WELLER: Well, as a prospective general surgeon, I 
have taken one year in pathology and research, and two years 
of general surgery in my hospital. I’ve worked myself up to 
what we call senior assistant resident. Next year I will be 
assistant resident and the following year, if I’m chosen, I will 
be senior resident or I guess in some hospitals they call them 
chief residents. This is in general surgery. So far all I’ve 
had is general surgery. By that I mean, if a fracture came in 
it was whisked off to the orthopedic men. If it was an acute 
female abdomen there was a big contest between myself and 
the gynecology resident. If it was a prostate, of course, it 
would be sent directly to the urological ward and I wouldn’t 
see it. My training so far has been mainly in the field of 
general abdominal surgery and some hernias, peripheral vas- 
cular diseases and so forth. In my next year I will rotate 
through various subspecialties. By that I mean, I will rotate 
through three months on gynecology, neurosurgery, ear nose 
and throat, orthopedics, and I think I have some sort of a 
choice so I can get emphasis on one field rather than another. 
I might mention that while I rotate through the subspecialties, 
I am low man on the totem pole and get very little actual 
experience. 


MODERATOR: And what happens in your senior year? 

DR. WELLER: In my senior year I will “go back to being 
chief resident in general surgery and I will have more general 
experience except, of course, I will have more say in what 
cases I will want to do. 


MODERATOR: Well, how do these subspecialties interfere? 


DR. WELLER: Well, it offers no problem if I decide to prac- 
tice in New York City, Chicago or Boston where subspecialty 
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practices flourish, and where patients and doctors are trained 
to select the surgeon who is trained in the particular field. 
But I may decide to practice in a smaller area where I will 
be the only surgeon. It may be necessary for me to remove 
a prostate one day and the next day it may be necessary for 
me to do a hysterectomy and the next day I may have to open 
up a head. With five years of surgical residency behind me 
I can’t for the life of me understand why I only got three 
months of the various surgical specialties. Five years is a 
heck of a long time to only get three months of orthopedics 
or fractures—and even then only as low man on the totem pole 
on the service. 


MODERATOR: Well, what changes do you think are nec- 


essary? 


DR. WELLER: I would have preferred to have five years of 
general surgery with a varied experience, responsible for 
patients having a prostate disorder or a brain tumor or a frac- 
ture. Of course, I would have certified specialists as my 
instructors and my advisors and to scrub with me, teaching 
me the procedures. 

I know darn well that when I go out and practice I’m going 
to have hysterectomies. I don’t know where but I remember 
reading the figure that 40% or 50% of the uteri taken out 
in this country are not done by gynecologists but by general 
surgeons and possibly by general practitioners. And yet, if 
I’m going to do it, why is it that in five years, I think I'll be 
lucky if I have a chance to do three hysterectomies. 

The same with thyroids, I know I’m going to meet situations 
requiring thyroidectomy—and yet in my hospital they’re talk- 
ing about setting up a head and neck department. Luckily 
for me they haven’t got it yet so I’ve had a couple of thyroids. 
But I have friends in other hospitals which have a head and 
neck section; they can’t get near a thyroid. Our training 
is suffering because of this super-division. 


MODERATOR: Well, to go on, Dr. Kerr, how does the de- 
velopment of the subspecialties affect you as a practitioner of 
internal medicine? 
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DR. KERR: I practice internal medicine and I’m a subspecialist, 
too—in cardiology. 


MODERATOR: Have you had any training in cardiology? 


DR. KERR: Yes. I’ve had training in cardiology. In my last 
year of internal medicine I became interested in cardiology 
and did some investigations in it. After I finished my resi- 
dency, I received a part-time fellowship at my institution and 
put in three hours a day just on cardiology research. After 
a year of that I began to learn something about the heart. 
Luckily for me at that time, which was back in 1947 and 1948, 
they began to play around with the idea of doing some con- 
genital heart surgery at my hospital. The first cases, as you 
can imagine, were purely service cases. We built a cardio- 
pulmonary laboratory and we tried to learn something about 
these patients. 


MODERATOR: What was your function, Dr. Kerr? 
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DR. KERR: Well, my function as a young fellow in cardiology 
at that time was working these patients up before surgery 
and taking care of them postoperatively and also sitting down 
in the operating room for six to eight hours and monitoring 
the surgery on the EKG and other instruments. Of course, 
much of this was experimental. We knew very little about it. 
We lost many patients. 


DR. WELLER: Who did the surgery? 


DR. KERR: The surgery was done by general surgeons who 
had an interest in chest surgery and wanted to learn. 


DR. BROOKS: Who were the attending men that were helping 
you take care of these patients? 


DR. KERR: As you can imagine, we had few attending men. 
They did come to conferences but since these were all service 
cases and there was a lot of work, including day after day in 
the laboratories with dogs and in the OR, our private attending 
men didn’t have the interest or the time. However, once we 
began to do private cases then our attending men became 
very interested and they all began to hang around the ward 
and learn our procedures. 

After we did a few private cases, we allowed any qualified 
internist or pediatrician to take care of his patients preopera- 
tively and postoperatively. Later a group was formed in the 
hospital composed of a few surgeons who had done this work 
in our hospital plus a few internists who had taken part. 
We were referred to as the cardiac team. 


MODERATOR: What was the function of this team? 


DR. KERR: This cardiac team went to the medical board and 
convinced the medical board that board internists and board 
pediatricians are not, per se, strictly qualified to take care of 
these patients pre- and postoperatively nor to decide what 
patients required surgery. 

The team convinced the board that diagnosis of a congenital 
heart disease or even more specifically the decision of whether 
or not to operate should be made by a team rather than by 
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one man if only because the consequence is so great and the 
mortality at that time so high. 

This sold the board and our cardiac team was in business. 
From then on, any patient of any doctor attached to our hos- 
pital had to go before this team composed of surgeons and 
cardiologists and the team would decide whether or not surgery 
was indicated. The team would decide which surgeon would 
do it and no patient would be able to be done unless they 
had a member of the team do the pre- and postoperative care. 


DR. WELLER: You mean the referring doctor was squeezed 
entirely out of the picture? 


DR. KERR: Yes, for all practical purposes the referring doctor 
was out of the picture. He could, of course, visit his patient 
—but the actual pre-, postoperative and operative care was done 
by a member of the team. 


MODERATOR: What happened? Were there many com- 
plaints? 


DR. KERR: There were a few. Some men objected on prin- 
ciple. They thought that as board surgeons or board internists 
or board pediatricians, their training was as adequate as ours 
so why should they be squeezed out. Actually, since the aver- 
age physician would come across only one such patient a year 
or every two years, the financial loss wasn’t too great. 


MODERATOR: Well, what’s happened recently? 


DR. KERR: Recently, as you can imagine, with all the pub- 
licity about cardiac surgery and with the newer techniques 
available, we are now operating on more and more cases and 
we are operating on cases that we wouldn’t have considered 
touching before. There’s been more pressure to join our team. 


DR. WELLER: Is there any way that a doctor can join your 
team? 


DR. KERR: Yes, there is. Recently, because of the pressure, 
we've established a training period. If a board internist or 
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pediatrician wants to join our medical team he has to come 
around to all our conferences, help take care of service work 
and after a year or two we could certify him, you might say, 
unofficially, as capable of taking care of his own patients in 
the hospital. 


DR. WELLER: Dr. Kerr, of course, when you’re on the ins of 
a situation such as this you tend to justify it; but look at it 
from the viewpoint of those on the out. Do you think this is fair? 


DR. KERR: Honestly, I don’t. I think any qualified internist 
or pediatrician should, if his training was decent, have the 
capabilities to take care of a good part of his pre- and post- 
operative care. I also think that any internist who runs into a 
situation which he knows he can’t handle will call in consulta- 
tion. Just this way he doesn’t try to do the surgery because 
he knows he’s not equipped for it, I don’t think he’s going to 
want to take care of any cases that he’s not competent to. 
I don’t think we could sit down and regulate on paper every 
particular type of case that may come up, this is impossible. 
We have to leave something to the conscience of the individual. 


MODERATOR: I thought with the establishments of our 


boards in the various specialties we have at least given some 


recognition to advanced training. ; 
DR. WELLER: Apparently this is not enough. Apparently a 
just having your boards in medicine is not enough these days el 
to take care of a congenital cardiac. You’ve got to get boards al 
further on in cardiology and if this goes even further we'll ir 
probably have boards in pediatric cardiology as in comparison a 
to general cardiology. 
DR. BROOKS: Don’t kid yourself, I think this has either been hi 
done or is being considered. 
MODERATOR: Can anybody give us any idea as to how all Ul 
this subspecialization has affected the patient? 
; DR. BROOKS: Well, I can only speak of how it affects the 
patient in my hospital. Of course, as an intern I haven’t too 
Octo 
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much responsibility for my patients, but here’s an example: 
A patient is brought in because, let’s say, he has a bleeding 
peptic ulcer. He would be placed on our gastroenterology 
ward and be taken care of by the gastroenterology residents 
H or the internal medicine resident who is rotating through three 
months on gastroenterology. While this patient is being worked 
up he may develop an anemia or on a routine blood count 
they may notice an anemia. No internist, resident or intern 
Es can do the bone marrow. The bone marrow is done by a 
hematology resident or fellow. The findings are not made 
_ known to us routinely—we may find them out by going through 
” his chart. I know that the admitting blood counts are done 
¥ by hematologists rather than by our interns, and if anything 
is wrong, a bone marrow is automatically done on the patient. 
When we make rounds on our peptic ulcer patients—even 
after they have been there a week—the patient will ask us if 
he can take off the bandage. That’s our first indication that 
5 they’ve got a blood disturbance. This is ridiculous. You 
F cannot divide a patient into different parts, at least I don’t 

think you can. You can’t cut him up in bits for hematology, 
| gastroenterology, chest diseases. We’re physicians. We're 
4 studying internal medicine. We should be permitted the total t 


care of our patient and if we need consultation from the 
various subspecialties, be responsible for calling them in. 


MODERATOR: This is a point. But do you think that sub- 


specialties are wrong in themselves? RAD 
DR. BROOKS: No, I guess we need them, certainly in larger EDIC 
cities. We need consulting hematologists and gastroenter- 4 
ologists, although I don’t think we need as many as we are 
turning out. 
A SINE 
MODERATOR: If we need them how do you suggest they D erac 
get their training—if not the way they’re doing it now? llcase 
Gard 
DR. BROOKS: I don’t know. I just know the way they’re 
doing it now isn’t the best for me as an intern—and I don’t UPPL 
think it’s best for my patients, either. ottles 


DR. KERR: I agree with Dr. Brooks, that there’s probably 
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not as great a need for subspecialists as the number now enter- Cc 
ing these fields. Every young internist coming out now is 
either a prospective cardiologist or a gastroenterologist. I 
don’t know anybody who’s becoming a straight internist. Maybe 
it’s prestige. 


| 


MODERATOR: How would you distribute the patients so that 
‘internists would get a wider range? 

DR. KERR: I think a few, let’s say, gastroenterology residents “a 
should have five or ten gastroenterological patients to study and be 
treat. But the other medical wards should also have gastro- p- 
enterology patients. Which patients would go to which ward 

would depend on beds available. But I don’t think that the et 
gastroenterology residents or fellows should be responsible ise 
for all the patients in the hospital who have any G.I. prob- "s 
lems. They should have their own few to study plus act as Soy 
consultants for the other medical wards and services. A. 
MODERATOR: Dr. Lowe, you’re in your residency now, what 

is your opinion—you’ve waited quietly for a chance. 


DR. LOWE: Well, I’m in pediatrics and we don’t have this 
subspecialty problem to as great an extent as do my surgical y 
or medical colleagues. I do know that in such fields as cardi- 
ology, because of the growth of the field and the increased 
subspecialization of internists in cardiology, my training as a 
pediatrician has been deficient. 


DR. KERR: How could my interest in cardiology’ possibly 
affect your training as a pediatrician? 

DR. LOWE: Let me be specific. In my hospital we have in- 
ternists taking an extra interest in cardiology. All electro- 
cardiograms in my hospital on any patient, whether pediatric or 
adult, are read by cardiology fellows and internists who are 
rotating through three months of cardiology. As pediatricians, 
we do nothing but request them. Occasionally we are permitted 
to do our emergency electrocardiograms. We get no experi- 
ence in reading the EKGs. 
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DR. KERR: Well, can’t you read the EKGs after they are in the 
patient’s records? 


DR. LOWE: I’m sure we can read them if we want to but 
where are we to get capable instructors? This system has gone 
on for several years and the net result is that I don’t know 
of any pediatrician who reads his own EKGs. I don’t know 
of any pediatrician offhand who has an electrocardiograph 
in his office. I don’t know of any attending man or even 
chief of service that would trust his own reading over a 
report of a cardiology fellow. I don’t know where the fault 
is—but I think that the blame should be put on the type of 
training we’ve received in the last couple of years. I’m certain 
that practically every internist who completes a residency— 
even if he’s not a cardiologist—has had enough experience 
with electrocardiography to read and take his own EKGs. I 
don’t know of any pediatricians who have come out of training 
who consider that they have had enough experience or train- 
ing to read their own electrocardiograms. This, I think, is 
not because the field of cardiology exists, but because it has 
become a full-fledged subspecialty. 


MODERATOR: Can you give us any other examples? 


DR. LOWE: Yes I think I can. In our pediatric clinic we 
see general, office type, run-of-the-mill cases. We also have 
a pediatric allergy clinic—or rather, it’s an allergy clinic 
with a pediatric branch. We also have an endocrinology 
clinic. Interestingly, this endocrinology clinic is run by endo- 
crinologists who are primarily internists. All patients with 
pediatric diabetes, pediatric endocrinology, or pediatric allergy 
who don’t respond to antihistamines are referred to these vari- 
ous clinics. Consequently, I’ve gone through two years of 
clinical experience without ever once skin testing a patient 
for allergic disorders, without ever hyposensitizing a patient 
for allergic disease. I’ve never had the experience of treating 
a pediatric diabetic as an outpatient. I see them in the wards. 
I’ve treated them in the wards. And I’ve worked to bring 
them out of diabetic coma. But the routine insulin therapy 
of a child with diabetes has been delegated in our hospital 
to endocrinologists—and when I come out of my training, I 
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will be a board qualified pediatrician without ever having han- 
dled one office-type diabetic. . . . 


DR. KERR: Don’t you think that the patient is getting better 
care when handled by someone who has extra training in 
allergy or diabetes? - J 


DR. LOWE: I don’t know. If you ask me whether-their diabetes 
is getting better care or their allergy is getting better care, 
perhaps—but whether the total child is getting better care, I 
disagree on that point. I don’t think any doctor is better able 
to take care of an ill child than a pediatrician who is trained 
to think of a child and his problems, physical and emotional. 
I would much prefer taking care of his diabetes or his allergy 
myself under the supérvision or guidafice \df.the various 
consultants rather than delegate the problem entitely to con- 
sultants. I believe an awful lot is missed. When a’ patient 
goes to the allergy outpatient clinic and ‘presents with a tem- 
perature, how often does the allergist stop to examine the 
child? - It’s not an allergic problem and so the child is referred 
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back to the pediatric clinic. Of course, the pediatric clinic 
may not meet until next Wednesday and this may be only 
Thursday. So the child has no medical care unless he is sent nm 
to the emergency room and seen by an intern; or perhaps . 
he is taken to a private doctor who doesn’t know anything 
about the child or his allergy. - 
This, I’m sure, is done in private practice also where the 
child is under the care of an endocrinologist or an allergist 
. ard various medical problems arise during the course of 
Mt % {MBerapy. The mother is told that the doctor is treating only the 
f eA allergy and she should go back to the pediatrician. This is 
3 - Fah extra expense to the mother, requires another office visit vy. 


@, and appointment. And sometimes treatment is delayed or 
==" neglected. I believe the child will get better total care if 
os he is handled by one individual pediatrician under the super- 

vision and in consultation with superspecialists, rather than 
by many superspecialists. 


MODERATOR: We haven’t talked too much about the surgical 
subspecialties. Has anyone a comment on that? Dr. Kerr? ‘ 


DR. KERR: Lately we’ve had a great tremendous growth in 
surgical subspecialties and I don’t particularly mean neuro-_ 
surgery or orthopedic surgery. I refer to the head and neck 
surgeon, the chest surgeon, the traumatic surgeon. And I 
know of one young doctor—not so young now—who just opened 
up his office after ten years of a residency in pediatric 
surgery. ... 


DR. LOWE: Ten years? 


DR. KERR: Yes, ten years! His residency was for five years 
in general surgery including a year of pathology and after 
that he spent three years in pediatric surgery and two addi- 
tional years as a fellow in pediatric surgery. This made a 
total of ten years. This marvelously trained surgeon is now 
doing only pediatric surgery including cardiovascular surgery. 
I suppose we'll agree that every general surgeon is not capable 
of opening up a chest and doing detailed and intricate cardiac 
work. However, I wonder if it would require seven to ten 
years of training to be able to perform such an operation. I 
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know that a young general surgeon just coming out of his 
surgical residency is probably not experienced to do, let’s say, 
an extensive intestinal resection including removal of malignant 
nodes. He would probably call into consultation a senior 
man who’s had more experience in doing that, in spite of the 
fact that intestinal surgery comes under his domain. I won- 
der why an experienced general surgeon who’s had cardiac 
surgery during his five years of training, while not able to 
do every operation, could not at the beginning call in a 
senior man with more experience in this field. In other words, 
what I’m driving at is, is it fair to the trainee to start the first 
day of residency and decide that he’s going to do cardiac 
or head and neck surgery and so take five years of general 
surgery, then another two years of his subspecialty and then 
do nothing but his subspecialty. Wouldn’t he be a better 
surgeon if he practiced general surgery in total with a special 
interest on his one particular field. 


MODERATOR: This is a much debated point. Apparently, the 
leaders in medicine think that he would make a better surgeon 
if he had his subspecialty training at the beginning rather than 
his on the job training. 


DR. BROOKS: I agree. If a man comes out of his training 
as, let’s say, an internist, he’s had three years training. Let’s 
change that, let us say that a man comes out of his training 
as a general surgeon, he’s had five years of training in gen- 
eral surgery and he gets a patient with breast carcinoma, 
requiring mastectomy plus exploration and clearing of the 
axillary area. This is part of the domain of the general sur- 
geon, at least I think it is, and during his training he’s prob- 
ably had ten, twenty or more patients with this and so he can 
say he’s had training in this and can undertake such an oper- 
ation with confidence. Yet, what if he’s practicing in New York 
City or in Boston where there are many senior surgeons who 
have done this procedure hundreds of times. Should he under- 
take the case when there is somebody available who has had 
more training? The point I’m making is that he’s got to start 
somewhere, he’s got to decide that his training is adequate 
and he’s got to start even though there may be somebody 
available with much better training. 
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Of course, we can create residencies in cancer surgery and 
turn out young men that have done 100 operations of this 
nature during their residency programs and will be better 
qualified than our young general surgical graduate. But even 
so, while these men are doing their 200, there is somebody on 
the attending staff who has done 500. In other words, is sub- 
specialization to such a fine detail necessary or not. I don’t 
think it is. 


DR. WELLER: This is all a very interesting discussion but it 
scares me a little. I remember when I was a medical student 
in another city, the hospitals affiliated with my school used to 
allow general practitioners to do tonsillectomies. They stopped 
that saying, that in order to do a tonsillectomy you should have 
the experience and knowledge to tie off carotid artery if 
necessary in case of hemorrhage—so they decided that only 
ear, nose and throat men could do tonsillectomies at that point. 
Naturally there was a tremendous explosion amongst the gen- 
eral practitioners on the staff. I wonder now whether we 
should allow ear, nose and throat men to tie off the carotid 
artery when we turn out head and neck surgeons who prob- 
ably could do a better job than ear, nose and throat men. The 
same at the hospital where I’m training now, we have a few 
general practitioners on the staff, they have limited privileges. 
In the nursery they can take care of comparatively normal, 
healthy newborns. But in case the baby gets in trouble, they 
must call on a pediatrician. In medicine, I believe, certain 
coronaries and diabetic cases—there’s a long list—must have 
mandatory consultations. I wonder now which must be turned 
over to internists. Now that we started some subspecialty 
program in our hospital, I wonder now if the internist will 
have to call in a cardiologist and endocrinologist when they 
come across certain types of patients. When will it end? 


DR. LOWE: I wonder if the specialists are not falling into the 
same trap of the general practitioners, whether with the super- 
specialists now on the scene, there is any excuse for any plain 
everyday specialist anymore. 


MODERATOR: I suppose only time will be able to tell—how 
much time I don’t think any of us can say. 
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1. Ion exchange resins adminis- 
tered in congestive heart failure ex- 
ert a beneficial effect by: (A) re- 
ducing chloride absorption from 


the gut; (B) making available non- 
irritating cationic materials which 
increase diuresis; (C) reducing 
water absorption from the gut¢/(D) 
reducing sodium absorption from 
the gut; (E) enhancing the absorp- 
tion of digitalis from the gut. 


2. The peak incidence of strepto- 
coccus viridans infection superim- 
posed upon an open ductus* arteri- 
osus is usually found in: (A) child- 
hood; (B) the first year of life; (C) 

‘the third and fourth decades; (D) 
the fifth decade; (E) the sixth 
decade. 


3. A patient with early signs of 
light stiffness, infrequent eye blink- 
ing, poverty of movement, distal 
weakness and weakness of ocular 
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These questions were prepared 
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Professional Examination 


Answers will be found on page 177 


convergence, which slowly progress 
in severity, should be suspected of 
having: (A) myxedema; (B) my- 
asthenia gravis; (C) multiple scle- 
rosis; (D)-~paralysis agitans; (E) 
hypothyroidism. 


4. Loss in power of adduction of 

the fifth finger and inability to flex 
the distal phalanx of the index 
finger provide adequate evidence of 
damage to: (Aj both the ulnar and 
the median nerve; (B) both the 
radial and the median nerve; (C) 
the ulnar nerve only; (D) the radial 
nerve only; (E) the median nerve 
only. 


5. Approximately 50 percent of all 
cases of diabetes mellitus occur be- 
tween the ages of: (A) 0 and 10 
years; (B) 10 and 20 years; (C) 20 
and 40 years; (Dy 40 and 60 years; 
(E) 60 and 80 years. 


6. The incubation period of gas 
gangrene (anaerobic myositis) fol- 
lowing injury is: (A) 1-2 hours; 
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(B)” 12-36 hours; (C) 3-6 days; 
(D) 8-10 days; (E) 2-3 weeks. 


7. In fractures through the surg- 
ical neck of the humerus, the char- 
acteristic displacement of the lower 
fragment due to the muscular pull 
is: (A) backward and downward; 
(B) forward and downward; 4¢C) 
inward and upward; (D) outward 
and upward; (E) inward and down- 
ward. 


8. In cases of congenital hyper- 
trophic pyloric stenosis, vomiting 
yseldom occurs before the: (A) 
yninth or tenth day after birth; (B) 
first 24 days after birth; (C) first 
72 days after birth; (D) first 6 
months after birth; (E) first year 
after birth. 


9. When one or more small acces- 

sory lobules are developed in the 
membrane at some distance from 
the periphery of the main placenta, 
the condition is called placenta: 
(A) circumvallata; (B) membra- 
nacea; (C) previa; (D) abruptio; 
(E) succenturiata. 


10. The most common malignant 
tumor of the nasopharynx is: (A) 
\epidermoid carcinoma; (B) adeno- 
carcinoma; (C) liposarcoma; (D) 
fibrosarcoma; (E) lympho-epitheli- 
oma. 


11. A barium enema reveals short- 
ening and pebbling of the colon as 
well as loss of haustral markings. 
The most probable interpretation is: 
(A) mucous colitis; (B) chronic 
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ulcerative colitis; (C) sprue; (LD) 
tuberculosis; (E) celiac disease. 


12. If a patient between the second 
and the sixth decade of life has 
symptoms consisting of local bone 
swelling with or without pain and 
roentgenograms disclose a circum- 
scribed area of decreased density 
which contains irregular foci or de- 
posits of increased density, he 
should be suspected of having: (A) 
Ahondroma; (B) unicameral cyst; 
(C) endothelial sarcoma of the 
bone; (D) chondroblastoma; (E) 
giant cell tumor. 


13. Radovici’s sign, a muscular con- 
traction about the chin produced by 
scratching the thenar eminence of 
the palm, is evidence of: (A) ele- 
vated intracranial pressure; (B) 
brachial radiculitis; (C)/a central 
nervous system lesion; (D) impend- 
ing tetany; (E) tabes dorsalis. 


14. Cyanosis of the lips, cheeks and 
face is most likely to be caused by: 
(A) aortic insufficiency; (B) aortic 
stenosis; (C) mitral insufficiency; 
(D) pulmonic insufficiency; (E) 
mitral stenosis. 


15. The appearance of a prolonged 
Q-T interval in the electrocardio- 
gram of a patient undergoing treat- 
ment for diabetic coma is usually 
indicative of: (A) hyponatremia; 
(B) insulin reaction; (C) partial 
heart block; (D) persistence of de- 
hydration; (E)\ hypopotassemia. 


Resident Physician 


# 
| 
< 
— 


ase. 


econd 
e has 
bone 
n and 
ircum- 
ensity 
or de- 
y, he 
: (A) 
cyst; 
f the 
; (E) 


ir con- 
ced by 
nce of 
.) ele- 

(B) 
-entral 
npend- 


ks and 
ed by: 

aortic 
‘iency; 


; /(E) 


longed 
cardio- 
treat- 
usually 
emia; 
partial 
of de- 


mia. 


hysician 


BOOMERANG ? 
— NO! 
When your patient calls again 


—it will be to say “thanks” 
because 


symptoms do not recur— 
complications do not supervene 


AZO GANTRISIN 


ANALGESIC ANTIBACTERIAL 


Especially for urinary tract infections 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc 
Nutley 10, N.J. 


CANTRISIN® BRAND OF SULFISOXAZOLE 


October 1958, Vol. 4, No. 10 


. 
/ 
WA 
aig 
if 
— 
165 


for habit-induced 
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16. Of the following cutaneous le- 
sions sometimes seen in cases ot 
active rheumatic fever, the most 
pathognomonic one is: (A) ery- 
thema nodosum; (B)/ erythema 
marginatum; (C) urticaria; (D) 
petechiae; (E) erythema mullti- 
forme. 


17. The first symptom which most 
patients with scleroderma observe 
is: (A) a butterfly rash over the 
nose; (B) numbness and tingling 
of the hands; (C) increased sensi- 
tivity to cold; (D). slight tighten- 
ing of the skin; (E) marked weight 
loss. 


18. The percentage of cases of pri- 
mary atypical pneumonia in which 
diagnosis can be confirmed by cold 
hemagglutinins is: (A) 0 percent; 
(B) 0-70 percent; (C)/40-70 per- 
cent; (D) 80-100 percent; (E) 100 
percent. 


19. A patient who developed several 
small subcutaneous nodules which 
break down and form foul ulcers, 
may involve extensive areas and 
may cause severe systemic reactions 
would probably have recently been 
in contact with: (A) _ poisonous 
snakes; (B) sheep; (C) fresh water 
fish; (D) horses; (E) rabbits. 


20. A positive cephalin floccula- 
tion test in an apparently normal 
healthy white female may mean 
that: (A) she probably has a con- 
genital hepatic dysfunction; (B 
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ler serum albumin fraction posses- 
ses diminished flocculation-inhibit- 


ing properties; (C) she is about to. 


develop infectious hepatitis; (D) 
she is immune to infectious hepa- 
titis; (E) her serum is deficient in 
alpha one globulin. 


21. The significance of a “first 
zone” curve (5555543000) in the 
Lange colloidal gold reaction test is 
that it: (A) indicates a possible 
diagnosis of poliomyelitis, amyo- 
trophic lateral sclerosis, or menin- 
gitis, and that it rules out central 
nervous system lues; (B} is seen 
in paresis, but it is not necessarily 
diagnostic of this condition; (C) 
may be found in any abnormal fluid, 
and cannot be used as a specific 
indication of any one disease; (D) 
is seen only in central nervous sys- 
tem syphilis and may indicate pare- 
sis or tabes dorsalis; (E) is the 
“normal” type of curve seen in ap- 
proximately 95 percent of the nor- 
mal healthy population. 


22. The correct procedure when a 
case of typhoid fever occurs on a 
producing dairy farm is to: (A) 
permit the milk to be sold for im- 
mediate pasteurization under super- 
vision; (B) forbid the sale of milk 
under any condition; (C) permit 
the milk to be sold for use only 
in the production of butter and 
cheese; (D) permit the cows to be 
driven to another farm and milked 
there; (E) permit the milk to be 
sold without restriction. 
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Conducted by SAUL A. KUCHINSKY 


THe SELECTED LETTERS OF WIL- 
LIAM CARLos WILLIAMS. Williams, 
William Carlos, N. Y., McDowell- 
Obolensky, 1957. $5. 


Take all the physician-writers 
you can name—Keats, Chekhov. 
Maugham, Cronin, Slaughter, et al 
—and you'll find none but Dr. 
Williams who was a life-long 
physician, a prolific writer and at 
the very heart of the literary life 
of his time. From medical school 
graduation at the U. of Pennsy!- 
vania to internship at French Hos- 
pital in New York to chief of staff 
at Passaic (N.J.) General Hospi- 
tal, Dr. Williams was G.P., obste- 
trician then pediatrician for 41 
years (he delivered 2,000 babies). 
And in that time, and since his 
medical retirement in 1951, he 
published 38 volumes of poetry, 
short stories, novels, essays and 
autobiography and this volume of 
letters, 
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sive double life are instructive to biography, “ . . . when the in- 
he doctor who marvels that it can articulate patient struggles to lay 
»e done. How? “Five minutes, himself bare for you, or with noth- 
‘en minutes can always be found: ing more than a boil on his back 
I had my typewriter in my office is so caught off balance that he re- 
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way antibacterial action to relieve genitourinary 
irritation and smooth muscle spasm . . . to reduce 
pus cell count . , . to promote mucosal healing. 
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soothe ureteral and urethral spasticity . . . to 
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normal urinary tonus and function. 
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intense and the rush to write is 
on again. It is then that we see, 
by the constant feeling for a mean- 
ing, from the unselected nature of 
the material, just as it comes in 
over the phone or at the office 
door, that there is no better way 
to get an intimation of what is 
going on in the world.” 


Form 


In the Letters themselves, which 
are addressed chiefly to the major 
modern poets, Marianne Moore 
and Ezra Pound predominate—- 
and to his family, the author ex- 
postulates chiefly on values in 
poets and poetry. He is in rebel- 
lion against the aristocracy of Eng- 
lish letters. Form in poetry is of 
the quintessence. He strikes out 
at prudery, a reaction from his 
own prim rearing. He deals with 
medicine rarely except in the more 
recent letters to his physician-son. 


Major work 

If the reader wants to explore 
Williams more fully, we heartily 
recommend the brilliant collected 
short stories, Make Light of It, the 
autobiography and, for the sake 
of their language and imagery, 
since meaning may not come 
through, the various hooks of 
poetry, of which Paterson is the 
major work. 
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What’s the 


Doctor’s Name? 


Th author of “Epistle on Tolera- 
tion,” “Treatise on Education,” and 
“Constitution of Carolina,” he was 
the great philosophical apostle of 
freedom of the 17th century. “All 
men are naturally in a state of free- 
dom, also of equality,” he wrote. 

He was born in England in 1632 
and received his education at Ox- 
ford, soon becoming a Lecturer in 
Greek and Rhetoric. Imbued with 
the learning of Bacon and Descartes, 
inspired by the great physicist, Rob- 
ert Boyle, whom he knew intimately, 
he became interested in experi- 
mental physics. 

He received a bachelorship of 
medicine in 1674 and was appointed 
to a medical studentship. He was 
installed in the London residence 
of Lord Ashley as physician and 
confidential secretary and _ lived 
there for nine years. He was an in- 
t'mate of Sydenham, Mapletoft and 
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mailman! 


If Puysictan reaches 
you at the correct address, disregard 
this notice. 

If not, please take a few seconds 
to fill out and mail the form below 
and help us in our efforts to have 
RESIDENT PuysICIAN reach you 
promptly. 


MAIL TO: 


RESIDENT PHYSICIAN 
1447 Northern Blvd., Manhasset, N. Y. 


Please print your name 


Resident Intern 


Please check one 


My chief is Dr. (full name)............ 
| expect to complete my training here: 


Former Hospital Address: 


other physicians of the day. He is 
credited by Boyle with inducing the 
latter to take an interest in medi- 
cine, which resulted in the physi- 
cist’s writing “Experimental Philos- 
ophy,” the second part of which is 
a review of medicine and sugges- 
tions for its improvement, and 
“Memoirs for the Natural History 
of the Human Blood,” which is dedi- 
cated to him by the author. 

His “Treatise on Education” op- 
posed learning by rote and the 
learning of a language by its gram- 
mar first. His great “Essay Con- 
cerning Human Understanding” is 
an estimate of how far human un- 
derstanding can reach, and has gone 
into 40 editions or more. “On Civil 
Government” is still another famous 
writing. 

He became interested in the Caro- 
lina colony in America and, as sec- 
retary to the Lords Proprietors and 
appointed one of the Landgraves, he 
wrote the “Fundamental Constitu- 
tions of the Government of Caro- 
lina,” which contained his famous 
statement, “No person whatsoever 
shall disturb, molest or prosecute 
another for his speculative opinions 
in religion gr his way of worship.” 

He lived in France in 1675 for 3 
years as a result of the political 
eclipse of Lord Ashley and went 
into exile in Holland from 1683-89 
for political difficulties with the 
Crown. After this he returned to 
England, where he died in 1704. 
Can you name this doctor? Answer 
on page 177. 
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{nswer 


VIEWBOX DIAGNOSIS 
(from page 21) 
HERNIATION OF THE ANTRAL Mucosa 
INTO THE DUODENUM 

Incidentally, there is a diverticu- 
lum in the duodenum along the 
inferior horizontal segment. 


MEDIQUIZ ANSWERS 
(from page 162) 

1 (D), 2 (C), 3 (D), 4 (A), 5 
(D), 6 (B), 7 (C), 8 (A), 9 (E), 
10 ¢A), (A), 13 (C), 
14 (E), 15 (E), 16 (B), 17 (D), 
18 (C), 19 (D), 20 (B), 21 (B), 
22 (A). 

WHAT’S THE DOCTOR’S NAME? 


(answer from page 171) 
Joun Locke 


RESIDENT RELAXER 
(puzzle on page 25) 
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